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Abstract	
A preterm or complicated birth and the subsequent hospitalisation of the neonate can 
be a traumatic and stressful experience for both parents and neonates. Parents often 
encounter challenges to the development of their parenting roles while in the neonatal 
intensive care unit (NICU), potentially resulting in immediate and long-term impacts on 
the neonate and overall family functioning. To support and meet the needs of parents 
experiencing a NICU admission, family centred care (FCC) has been developed and 
acknowledged as the ‘best way’ of caring for hospitalised children. The philosophy of 
FCC focuses on the health and wellbeing of the newborn and their family, through the 
development of respectful partnerships between health care professionals and parents. 
A general consensus exists in the literature regarding the value and importance of 
FCC. However, published research identifies major barriers in the implementation of 
this philosophy into clinical practice.  
An appreciative inquiry (AI) approach was used in this study to bring neonatal nurses 
and parents together to examine their perceptions and experiences of FCC and to 
collaboratively develop innovative strategies to improve care for the neonate and 
family. AI is a theoretical research perspective, an emerging research methodology 
and a world-view that builds on action research, organisational learning and 
organisational change. AI offers a unique, positive participatory strength-based 
approach to promoting organisational learning, facilitating change and building 
effective partnerships. AI consists of four phases known as the 4D cycle (discovery, 
dream, design and destiny). 
The discovery phase of the study set out to explore neonatal nurses’ and parents’ 
perceptions of FCC. This phase consisted of four focus groups and five face-to-face 
interviews with 33 neonatal nurses and one focus group with six parents (total n=39). 
Data were analysed using inductive thematic analysis and four dominant themes 
emerged ‘Getting to know parents and their wishes’, ‘Involving family in the day to day 
care’, ‘Finding a happy medium’ and ‘transitioning across the continuum’. 
The dream and design phases consisted of one full day workshop that brought 
neonatal nurses and parents together to collectively explore FCC in the neonatal 
intensive care unit (NICU). The workshop consisted of nine neonatal nurses and six 
graduate NICU parents (total n=15). During this phase parents and nurses developed 
collaborative insights about optimal FCC that could be built upon to support neonates 
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and families. Data were analysed using inductive thematic analysis. One overarching 
theme emerged ‘sharing experiences and stories’ that comprised four sub themes: 
‘discovering what works well’; ‘dreaming of the ideal’; ‘fixing things’; and, ‘destiny, 
projections for the future’. As a result of the workshop a FCC working party was formed 
where parents and nurses agreed to meet on a monthly basis to develop and 
implement strategies to enhance FCC in the NICU. Researcher reflective field notes 
were thematically analysed and the following themes emerged ‘great expectations’; 
‘negotiations around role boundaries’; ‘progressing the agenda’; and ‘ongoing 
challenges for nurse led initiatives’.  
The destiny phase of the study reports on the progress and experiences of the FCC 
working party two years from when the working party was formed. Two focus groups 
and four individual face-to-face interviews were held (n=12 participants). Data were 
analysed using thematic analysis. Four dominant themes emerged ‘creating a physical 
and mental space’; ‘building and maintaining momentum’; ‘ongoing organisational 
support’; and, ‘continuing collaborations’. 
This is the first known study that has used an AI approach to bring neonatal nurses 
and parents together to collaboratively develop strategies to strengthen FCC in the 
NICU. This original research aimed to improve neonatal outcomes and contribute to a 
body of knowledge surrounding FCC in the NICU. The findings of this study revealed 
that while neonatal nurses report a commitment to FCC, there continues to be 
incomplete or inconsistent applications of FCC principles in neonatal care. While 
nurses report the need to deliver FCC, the study revealed that successful 
implementation of FCC in the NICU is difficult and requires time, education, resources 
and ongoing organisational commitment and support. This study highlighted the 
importance of developing social networks and the need for interdisciplinary 
collaborations that includes both health professionals and families. AI provided a useful 
framework for this study and created opportunities for the exchange of information, 
networking and developing partnerships and collaborations. 
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Prologue	
I am a neonatal intensive care nurse and have worked in a tertiary neonatal intensive 
care unit (NICU) for over 15 years. Prior to working in the NICU I gained general 
nursing experience in various generalised and specialised hospital wards and nursing 
home facilities. Like many nurses when initially entering the NICU I was overwhelmed 
by the fragile newborn babies requiring specialised neonatal care. I received clinical 
training and academic achievements in special care and neonatal intensive care 
nursing. 
My interest in neonatal care began in 1973 when I was born prematurely. Ten years 
preceding my birth, neonatal care had significantly changed and neonatal units were 
being established in most developed countries. When I asked my mother about my 
birth, she described a time of both extreme joy and sadness. Relatively new in 
Australia, mum had very limited English and no immediate family or support systems to 
call upon, except for my dad and older sister who was two years of age at the time. 
Mum was seven months pregnant when she unexpectedly went into labour. She was 
sent home from work and dad made it home just in time to drive mum to the nearest 
hospital. Arriving at the birthing unit, dad was asked to wait outside as this was during 
an era when men were not permitted to view the birth of their baby. Mum gave birth to 
me as she was being escorted into the birthing suite.  
The first time my mother and father saw me was through a viewing window, in an 
incubator lined up alongside several term babies in cots. Mum describes her 
experience of feeling helpless and scared, unsure of whether I was going to live or die. 
She described hearing other people at the viewing window talking about me saying, 
‘that baby is just too small’ and ‘I don’t think she will survive’. Mum and dad described 
this as a difficult time in their lives and over 40 years later mum still gets tears in her 
eyes as she retells her story.  
When I commenced work at the neonatal intensive care unit I became more inquisitive 
and wanted to learn more about my birth, the delivery, the hospital and the type of care 
I received. Ironically, the hospital where I was born was the same hospital I was later 
employed in. 
The hospital has since grown in size and technology has significantly advanced. 
Nowadays, baby-viewing windows no longer exist. Fathers, families and friends are 
permitted to view the birth of a baby and unrestricted visiting policies for parents are in 
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place. Mothers no longer remain in hospital for weeks at a time following the birth of 
their newborn, but are discharged within a couple of days, some even within a few 
hours post-delivery.  
The stories my mother shared about her experience over 40 years ago resonated with 
many stories I was hearing from mothers in the current neonatal unit context. I felt 
compelled to explore this phenomenon in more detail and more importantly identify and 
develop ways of helping neonates and their families during a potentially difficult time in 
their lives. To this end, I present this thesis. 
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Chapter	1: 	
Introduction	
1.1. Framing the study 
The birth of an infant requiring neonatal care is a traumatic and stressful experience for 
both parents and the neonate. The normal parental process and preparation for 
parenthood is interrupted and parents are often not prepared physically, 
psychologically, or emotionally for such an event (Jiang, Warre, Qui, O’Brien, & Lee, 
2014). Over the last 15 years significant efforts have been made to strengthen models 
or approaches to care to address infant and family needs. Neonatal units have shifted 
from restrictive hospital policies that previously excluded families, to policies 
emphasising the need to meet individual family needs and position parents as partners 
in the care of their infant (Coyne & Cowley, 2007).   
Family Centred Care (FCC) is an approach to care and philosophy that has been well 
reported in the literature as the ideal way of caring for hospitalised children. FCC was 
primarily developed for hospitalised children and families in paediatric wards and later 
adopted into neonatal settings. However, little is known about neonatal nurses’ and 
parents’ understanding of the philosophy of FCC in a neonatal context. While 
partnership is a core principle, little research has been conducted that brings both 
neonatal nurses and parents together to jointly develop strategies or interventions that 
may improve neonatal care. This thesis responds to this by using an appreciative 
inquiry (AI) methodology as a pedagogical tool for enhancing FCC in the NICU. This 
thesis will report on the four phases of an AI project (discovery, dream, design and 
destiny) and identify implications for future practice.  
To frame this study, this introductory chapter provides the background to the study 
undertaken for this doctoral thesis including the history and evolution of neonatal care, 
an overview of the literature surrounding FCC, and introduces the philosophical and 
theoretical underpinnings of the study. The research aims and objectives, significance 
of this study and structure of the thesis will be provided.  
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1.2. Background 
Prior to the industrial revolution premature neonates were born and cared for in the 
home without any medical interventions and either survived or passed away (Thomas 
2008). Complications from premature birth were first documented as early as the 17th 
century however, it wasn’t until 1922, when hospitals began to group neonates into one 
area in the hospital (Thomas 2008). Today this is known as the neonatal intensive care 
unit (NICU) (Thomas 2008). Neonatal care changed significantly and rapidly following 
the highly publicised desperate struggle to save the life of neonate Patrick Bouvier 
Kennedy in 1963, the son of sitting President John F. Kennedy and Jacqueline 
Kennedy (Baker, 2010; Phillip, 2005). Sadly, little Patrick passed away. From this point 
on, coupled with earlier significant advancements made by Parisian doctors Stephane 
Tarnier (father of the incubator) and Pierre Budin (importance of breast milk, 
mothers/infant attachment, father of modern perinatology) and the controversial public 
display of infants as a side show attraction in Coney Islands Fair by Martin Couney the 
discipline of neonatology was born (Baker, 2010; Phillip, 2005).  
The term ‘neonatology’ was first coined in the 1960’s by Alexander Schaffer M.D., and 
by the 1970’s neonatal units were established in most high income countries (Phillip 
2005). The emergence of sophisticated neonatal technologies and more aggressive 
clinical management transformed neonatal care forever (Manley, Doyle, Davies & 
Davis, 2014; Phillip 2005). As doctors showed greater interest in childbirth and the 
development of increased monitoring systems, by the 1980s more than 90% of births 
were taking place in hospitals rather than homes (Phillip, 2005). Greater knowledge 
was gained by observing the neonate and monitoring interventions became areas for 
further observation and research.  
Much was learnt about the importance of keeping the neonate warm (Mance, 2008; 
World Health Organisation, (1997), the negative impact of high concentrations of 
oxygen levels resulting in infant blindness (Burloiu, 2015; Terry 1942), the importance 
of breast milk and small, frequent feeding regimes (Meier, Engstrom, Patel, Jegier & 
Bruns, 2010) and the introduction of pulmonary surfactant therapy, allowing 
oxygenation and ventilation of underdeveloped lungs (Enhoring & Robertson, 1972; 
Lopez, Gascoin, Flamant, Merhi,Tourneux & Baud, 2013). During this time infants were 
cared for exclusively by health professionals where physicians adopted an authoritarian 
role, nurses’ became the infant’s carer and families were bystanders (Harrison, 2010). 
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Remarkable advances in the care of infants born prematurely resulted in a significant 
reduction in infant mortality rates. In Australia, premature births make up 8.3% of 
annual births and approximately 15.3% of live born infants require neonatal care (Li, 
Zeki, Hilder, & Sullivan, (2013). Globally, the current average rate of premature births is 
approximately 11.1% and rising (Evans, Whittingham, Sanders, Colditz & Boyd, 2014). 
Infants previously considered non-viable are now being treated resulting in reduced 
neonatal morbidity and mortality rates (Redshaw & Hamilton, 2010). Prior to the 
establishment of neonatal units, infants born less than 30 weeks gestation and less 
than 1400 grams rarely survived. Whereas, today, infants approximately 500 grams 
and 24 weeks gestation have a fair chance at survival (Als & McAnulty, 2011).  
Unfortunately, the social and emotional care and support of these infants and their 
parents lagged behind technological advancements, raising questions in the 1980’s 
about the human and economic costs of too much technology (Redshaw & Hamilton, 
2010). The importance of the mother-infant relationship was emphasised with seminal 
works on the phenomenon of bonding and attachment theories (Ainsworth, Blehar, 
Waters & Wall, 1978; Bowlby, 1982; Klaus & Kennell, 1976). The Platt report (1959) 
highlighted the negative effects of separating parents from their sick children. Bowlby 
(1969) reported the high levels of stress and anxiety experienced by children and their 
families caused by their separation during periods of hospitalisation. This work has led 
to more liberal NICU hospital visiting policies.  
1.3. Parents experiences in the NICU 
Infant admission to a neonatal unit is known to be a very stressful experience for 
parents (Fegran, Fagermoen & Helseth, 2008; Whittingham, Boyd, Sanders & Colditz, 
2014). Descriptions from mothers when first seeing their infant in the nursery is that of 
relief and happiness coupled with shock, fear, anxiety, guilt, alienation, grief and 
despair (Erlandsson & Fagerberg, 2005; Gangi, Dente, Bacchio, Giampietro, Terrin & 
De Curtis, 2013; Hall, 2005). Parents often struggle with the unfamiliar and intimidating 
NICU environment (Fegran, Fagermoen & Helseth, 2008; Gangi et al., 2013) and have 
reported feeling overwhelmed by the busy, bright, over-crowded and noisy 
environment, and extensive monitoring systems (Heermann, Wilson & Wilhelm, 2005). 
A systematic review conducted by Obeidat, Bond and Callister (2009) and meta-
synthesis by Aagaard and Hall (2008) exploring NICU parents experiences reported 
studies of mothers feeling distressed at the inability to hold, help, care and protect their 
infant. Mothers have expressed feelings of frustration, loneliness and depression and 
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describe oscillating between feelings of hope and hopelessness (Goutaudier, Lopez, 
Sejourne, Denis & Chabrol, 2011; Whittingham et al., 2014). Mothers have reported on 
the challenges in transitioning to their parental role when their infant is in the NICU and 
describe the NICU experience like being in an alien world, a visitor and a spectator to 
their infant’s care (Hall, 2005; Obeidat, Bond & Callister, 2009).  
Studies have shown that mothers have a strong desire to be ‘close to’ and the need to 
‘get to know’ their baby (Fenwick, Barclay & Schmied, 2001) while others have 
expressed ambivalence and fear of attachment due to uncertainties of whether their 
infant will survive (Hall, 2005). The process of shock, denial, anger, guilt, acceptance 
and adjustment are classic grief reactions experienced by NICU parents (Saunders, 
Abraham, Crosby, Thomas & Edwards, 2003; Whittingham et al., 2014).  
Research has suggested that these experiences may have long-term effects on the 
health of individuals (particularly mothers) and on overall family functioning (Talmi & 
Harmon, 2003; Whittingham et al., 2014). Longitudinal studies of NICU families 
suggested that for at least some time following the infant’s discharge, families’ may 
experience difficulties in their day-to-day activities and in their ability to cope with infant 
care (Talmi & Harmon, 2003; Holditch-Davis, Bartlett, Blickman & Miles, 2003; Shaw, 
Deblois, Ikuta, Ginzburg, Fleisher & Koopman, (2006). Issues stem from stress caused 
by the hospitalisation itself and may lead to symptoms of acute stress disorder (ASD), 
a precursor to post traumatic stress disorder (PTSD) (Holditch-Davis, Bartlett, Blickman 
& Miles, 2003; Shaw et al., 2006). Analyses of specific sources of stress indicate that 
alteration in the parental role was most strongly associated with the symptoms of ASD. 
Reported outcomes of disrupted parenting include higher than average rates of child 
abuse, neglect and increased incidence of family breakdown (Talmi & Harmon, 2003; 
Shaw, et al., 2013; Feeley, Zelkowitz, Cromier, Charbonneau, Lacroix & Papageorgiou, 
2011). Such families have been identified as having a higher risk of financial difficulties 
and divorce. 
Over the last 15 years, significant efforts have been made to develop models or 
strengthen approaches to address the needs of infants and parents. These include the 
efforts of the Institute of Patient and Family Centred Care (IPFCC), March of the Dimes 
NICU family support and developmentally supportive care initiatives such as newborn 
individualized developmental care and assessment programme (NIDCAP). 
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1.4. Developmental care and kangaroo care 
As part of the broad context of FCC, developmental care (DC) and kangaroo care (KC) 
were reported in the mid 1980’s. DC was introduced due to concerns about the 
potential negative impacts of the environment on neonatal morbidity and strategies 
were introduced to minimize iatrogenic effects in order to support preterm neuro-
maturation (Als, 1986).  Strategies include protecting the infant from the environment 
and external stimuli such as adjusting noise and lighting levels; promoting soothing 
behaviours through minimal handling, positioning techniques, pain management, non-
nutritive sucking and cue based cares (Als, 1986).  
Originally, DC primarily focused on the infants’ physical developmental needs, and later 
incorporated the importance of parent-infant interactions in facilitating infant growth and 
development. It is suggested parents have an intuitive understanding of their infants’ 
behavioral signals and can positively contribute to their infants care (Als, 1986; 
Kleberg, Hellström-Westas, & Widström, 2007). Reported benefits of DC from quasi-
experimental studies include a reduced need for respiratory support (Als, 1986; Brown 
& Heermann, 1997) improved weight gain (Brown & Heermann, 1997), improved 
feeding practices (Als, 1986), decreased incidence of interventricular haemorrhage 
(Als, Lawhon, Duffy, McAnulty, Gibes-Grossman & Blickman, 1994) and improved 
developmental outcomes indicating improved motor competency and increased visual 
and physical contact with the parent (Kleberg, Westrup & Stjernqvist, 2000). Reduced 
hospital stays and decreased hospital costs have also been reported (Als, 1986). 
Randomised control trials of infants that received DC strategies, such as NIDCAP 
interventions in the NICU reported at eight years of age, children had significantly 
improved right hemisphere and right frontal lobe functions both neuropsychologically 
and neurophysiologically compared to infants that did not receive NIDCAP 
interventions (Mc Anulty, Bulter, Bernstein, Als, Duffy & Zurakowski, 2010). 
DC interventions include practices such as KC to encourage positive parent-infant 
interactions. KC is skin-to-skin, chest-to-chest contact between the infant and parent by 
placing the infant on the maternal or paternal bare chest (Boukydis, 2011). KC was 
initially introduced in an attempt to lower the high mortality rates of premature infants in 
countries with limited neonatal resources. However, the staggering reduction in 
mortality rates from 70%-30% following the implementation of KC resulted in the 
introduction of KC in resource-rich countries by the 1980’s (Aucott, Donohue, Atkins & 
Allen, 2002; Smith, 2007). Reported benefits identified in a systematic review of KC 
include increased maternal breast milk supply and improved infant digestion, 
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temperature, heart rate and respiratory stability, increased infant weight gain and 
improved parent-infant bonding and interaction (Conde-Agudelo, Belizan & Diaz-
Rossello, 2011). 
Other reported benefits of DC and KC include increased infant comfort levels and 
reduced infant stress during hospitalisation resulting in improved long-term 
developmental outcomes (Ludwig, Steichen, Khoury & Krieg, 2008). This has led to 
greater attention on NICU ward design and more recently a shift from traditional open 
plan ‘baby barn’ style neonatal units to single room/pod and double room/pod designs. 
Reported benefits of the single room pods are less over stimulation of the infant and a 
quieter more spacious and private environment for the neonate and the family (Carter, 
2008 p.827). However, despite the reported benefits of DC and KC, parents are often 
excluded or limited to the amount of involvement in DC and KC practices in the NICU. 
1.5. Family centred care 
In order to meet the needs of parents experiencing an NICU admission, the concept of 
FCC has been adopted from paediatrics into neonatal units and broadly promoted as 
an ideal standard of care (Redshaw & Hamilton, 2010). The concept of FCC was 
developed based on the seminal work by Bowlby (1959) and the Platt Report (1959) 
that highlighted the detrimental physical and psychological effects of separating a child 
from the family.  
The Institute for Family Centred Care (IFCC) was formed in 1992 to develop strategies 
and resources to facilitate a FCC approach. FCC is a philosophy of care that can be 
described as “a way of caring for children and their families within health services 
which ensures that care is planned around the whole family, not just the individual 
child/person, and in which all the family members are recognized as care recipients” 
(Shields, Pratt & Hunter, 2006 p.1318). FCC acknowledges the emotional, 
developmental and social needs of infants and the family (Shields, Pratt & Hunter, 
2006).  
In 1987, Sheldon created a framework and developed eight elements of FCC (Shields, 
Pratt & Hunter, 2006). A further element was later added. The nine elements for FCC 
are listed by the IFCC as: 
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Table 1.1: Nine elements of FCC  
 
A core principle of FCC is the need to develop collaborative partnerships between 
parents and health professionals promoting health and wellbeing of individuals and 
their family by restoring dignity and control to parents (Institute for Patient and Family 
Centred Care, 2012). Communication and information sharing, joint decision making, 
respect and trust is considered fundamental in building relationships (Institute for 
Patient and Family Centred Care, 2012).  
The philosophy of FCC encourages greater consumer involvement, autonomy, respect, 
collaboration and empowerment (Smith, Swallow & Coyne, 2015). The notion of 
partnership in care implies an equal relationship between families and health care 
professionals where information is shared, care negotiated and skills acknowledged 
(Casey, 1988; Wiggins, 2008). Such partnerships are characterised by a shift in the 
nurses’ role from being ‘the expert’ to one of guidance (Lee, 1999; Reis, Rempel, Scott, 
Brady-Fryer & Van Aerde, 2010). Reported benefits of successful partnerships included 
improved health outcomes, (Hook, 2006), and more empowered, knowledgeable and 
confident parents (Bidmead & Cowley, 2005; Hook, 2006).  
FCC is a partnership approach to health care decision-making between families and 
health professionals and has been considered integral in improving the outcomes of 
neonates and their families (Bidmead & Cowley, 2005; Goutaudier et al., 2011; 
Whittingham et al., 2014). Principles underpinning FCC promote parents as the 
'constant' in the infant's life and stresses the importance of the parent-infant's 
 recognising the family as a constant in the child life; 
 facilitating parent-professional collaboration at all levels of health care; 
 honouring the racial, ethnic, cultural, and socio-economic diversity of families; 
 recognizing family strengths and individuality and respecting different methods of 
coping; 
 sharing complete and unbiased information with families on a continual basis; 
 encouraging and facilitating family-to-family support and networking 
 responding to child and family developmental needs as part of health care practices; 
 adopting policies and practices that provide families with emotional and family support; 
and 
 designing health care that is flexible, culturally competent, and responsive to family 
needs. 
(Shields, Pratt & Hunter, 2006 p. 1318). 
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relationship for growth and development. Within this philosophy, mothers and family 
members are considered the best people to care for and nurture their infants. 
A plethora of literature exists supporting FCC including policy documents, 
commentaries and literature reviews. There is recognition and endorsements by state 
and federal legislative bodies, and FCC is the second guiding principle in the 
international neo baby-friendly hospital initiative for neonatal wards (Hutchinson, 2015). 
1.6. Challenges implementing FCC 
Consensus exists in the literature regarding the value and importance of FCC however 
implementing the family centred approach is proving difficult. Discrepancies exist 
between definitions of FCC along with difficulties in executing FCC into daily practice 
(Kuo, Houtrow, Arango, Kuhlthau, Simmons, & Neff, 2012; Coyne, O’Neil, Murphy, 
Costello & O’Shea, 2011). There is a lack of consensus in the literature for what 
constitutes parent participation in the neonatal nursery. Studies have shown 
inconsistencies in implementing FCC, indicating busy workloads, disempowerment, 
poor communication, ambiguity about parental and nurse roles, lack of role negotiation 
and level of involvement in care resulting in a disorganised approach to FCC (Wilson, 
McCormack & Ives, 2005; Coyne & Cowley, 2007; Darbyshire, 1995).  Organisational 
barriers such as health system design, lack of emotional support for staff, restrictive 
hospital/unit policies, the physical environment and inadequate education have been 
reported as contributing factors (Hutchfield, 1999; Kuo, et al., 2012; Petersen, Cohen & 
Parsons, 2004). 
Research indicated that neonatal nurses have experienced difficulties in supporting 
and facilitating parental participation while parents are struggling to identify what 
nurses expect from them (Coyne & Cowley, 2006). This is supported by the discovery 
phase findings of this study (see chapter 5). Parents have expressed a desire to 
participate in care however report a lack of information, poor role negotiation and 
unclear instructions are hindering this progress (Coyne, 1995, Blower & Morgan, 2000, 
Halstrom & Runeson, 2001). A study conducted by Darbyshire (1994) found that 
parents felt they were under surveillance and ‘parenting in public’ whilst nurses felt as 
though they were ‘nursing in public’. Kawick (1996) reported nurses’ reluctance to 
relinquish control to parents. Similarly, a more recent systematic review by Obeidat, 
Bond and Callister (2009) report parents feel a loss of control and fluctuate between 
feelings of being included and excluded in their infants care.  Whilst other studies have 
reported that parent’s resent being made to perform nurses’ work, particularly when it is 
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not driven from a philosophical choice rather as a result of staff shortages (Coyne, 
2007, Shields 2010). 
Darbyshire (1994) suggested that FCC is a wonderful ideal, but difficult to implement 
and over 20 years later it still appears to be challenging. Shields, Pratt and Hunter 
(2007) attempted a Cochrane review to assess the effectiveness of FCC, however 
were unable to draw any conclusions as no studies met their inclusion criteria. This 
suggested that FCC required further exploration as it is currently unclear whether FCC 
is implemented in its true sense, works or even makes a difference. While rigorous 
evidence does not exist regarding the effectiveness of FCC, research has not identified 
any harm caused by implementing FCC principles. Parents and health professionals 
agree that increased parental participation in decision making and planning of the 
infants care is extremely important (Shields, 2010).  
The general public and media have become less tolerant of poor health care resulting 
in rising consumer demands to be included in health policy development (Fradin, 
2015). There is greater emphasis in the need to develop partnership and collaborations 
across sectors and community groups with greater responsibility and accountability to, 
and involvement of health consumers (Gregory, 2008). The neonatal unit in this studied 
was shifting from a medical model of care to a FCC approach. However, there is no 
research that brings both neonatal nurses and parents together to jointly develop 
strategies or interventions that may improve neonatal care. As partnership is a core 
principle of FCC, the focal point of this study was developing effective partnerships or 
collaborations between parents and health professional in order to develop innovative 
strategies to enhance FCC in the NICU.  
1.7. Aim of the study 
The aim of this study was to use an AI process to bring neonatal nurses and parents 
together to examine their perceptions and experiences of FCC and to design innovative 
strategies to implement FCC principles and improve neonatal care. 
The studies objectives were to: 
• Explore the neonatal nurses’ and parents’ understanding of partnership and the 
philosophy of FCC  
• Describe how neonatal nurses viewed their role and the parents’ role in FCC 
• Describe how parents viewed both their role and nurses’ role in FCC 
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• Examine factors that facilitate the implementation of FCC 
• Develop strategies to strengthen FCC in the neonatal unit. 
Appreciative Inquiry was selected for this study as AI offers a unique, positive 
participatory strength-based approach to promoting organisational learning, facilitating 
change and is reportedly effective in building partnerships/collaborations. AI is a 
theoretical research perspective, an emerging research methodology and a world view 
that builds on action research, organisational learning and organisational change. AI 
shifts from traditional problem solving orientations and focuses on possibilities for the 
future.  
1.8. Significance of the study 
This study is significant because it will provide greater understanding of neonatal 
nurses’ and parents’ perspectives of FCC in the NICU. The findings of this study will 
improve the working relationships between neonatal nurses and parents and 
strengthen FCC in the NICU, improve neonatal care and family outcomes and add to 
the current literature on issues surrounding FCC.  
This study will assist in identifying the support and education that parents and health 
professionals require when caring for an infant requiring neonatal care. In addition, this 
study will highlight whether an innovative positive participatory approach such as AI 
can be used to develop collaborations needed to devise actions plans that can form a 
catalyst for organisational change in health care practice and research. This is the first 
known study that brings parents and nurses together to collectively explore FCC and 
develop strategies to enhance FCC. This study also outlines in detail all the steps and 
strategies in the AI process that is not documented in many other studies. 
1.9. Structure of the thesis  
This thesis consists of a series of five publications where each published paper is 
embedded within the thesis chapters. This is consistent with Western Sydney 
University PhD rule (Clauses 95-96). I collected and analysed data, prepared 
manuscripts for publications and developed this thesis under the guidance of three 
highly experienced and engaged research supervisors. Each manuscript has been 
through a rigorous peer review process and has successfully been published in highly 
ranked international journals.  
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This thesis consists of an introduction, part A (theoretical framework, methodology and 
research methods), part B (findings), a discussion and a conclusion. Chapter one, 
‘Introduction’, provides an overview and rationale for the study and details key 
concepts and relevant background literature. Research aims, significance of the study 
and thesis structure are addressed.  
‘Part A’ consists of three chapters and describes the theoretical framework, 
methodology and research methods used in this study. Chapter two presents the first 
published paper in this series of papers. The paper provides the theoretical framework 
and methodology for the study and discusses how an innovative participatory approach 
such as AI can be used to promote workforce engagement and organisational learning, 
and facilitate positive organisational change in health care.  
Chapter three presents the second published paper. The paper provides a 
methodological review of AI and informs the methods for this study. This paper 
examines and critiques how the phases of the 4D cycle (discovery, dream, design and 
destiny) have been implemented in a health care context.  
Chapter four outlines the research methods used in this study. The approach to 
recruitment, data collection, data analysis, ethical considerations and strategies 
employed to maintain rigour and quality of research in this study. 
‘Part B’ presents the findings of the study and consists of four chapters. The findings 
will be presented in line with the AI phases (discovery, dream, design and destiny). 
Chapter five consists of the third published paper in the series and presents the 
discovery phase findings. The paper reports the findings of neonatal nurses’ 
perspectives of their role in facilitating FCC in the NICU.  
Chapter six presents the fourth published paper and consists of both the dream and 
design phases. Building on from the previous phase, this paper presents the findings of 
a collaborative one-day AI workshop used to bring neonatal nurses and parents 
together to enhance FCC in a NICU in Sydney, Australia.  
Chapter seven presents the fifth published paper reports the destiny phase findings. 
This paper builds on the previous phases and reports the progress and experiences of 
neonatal nurses and parents who worked collaboratively over a two-year period in an 
AI project to enhance FCC in the NICU.  
Chapter eight titled ‘researcher reflections’ reports my critical reflections as a 
researcher on the AI process used in this study. Researcher field notes and 
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observations were collated and analysed and four dominant themes that emerged are 
presented. 
The ‘Discussion’ Chapter nine draws together the findings of the study synthesising 
key findings with reference to the current literature, while it highlights new knowledge 
this study has generated. The implications for future nursing practice, limitations of the 
study and directions for future research will be discussed. This chapter brings this 
thesis to a close with concluding thoughts.  
1.10. Conclusion 
This chapter has provided an overview of the background and history of neonatal care 
and parents experiences in the NICU. Practices such as DC, KC have been identified 
and the challenges implementing FCC in the NICU has been discussed. This chapter 
identifies the aim and significance for conducting this research study. The thesis 
structure was outlined according to the chapters of this thesis. The following chapter 
will present the published paper ‘Using appreciative inquiry to transform health care’. 
This paper provides the theoretical framework and methodology for this study.    
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Part	A	
 
 
	
Theoretical	framework,	methodology	
and	research	methods		
 
 
 
 
 
 
The deepest principle in human nature is the craving to be appreciated 
William James (1842-1910) 
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Chapter	2: 	
Using	appreciative	inquiry	to	
transform	health	care	
2.1. Publication 
Trajkovski, S., Schmied, V., Vickers, M., & Jackson, D. (2013). Using appreciative 
inquiry to transform health care. Contemporary Nurse, 45(1), 95-100. 
doi:10.5172/conu.2013.45.1.95 
2.2. Introduction and relevance to thesis 
Health care leaders are constantly required to develop new and innovative ways to 
bring about change that will sustain health care systems. Health care professionals try 
to adapt to these changes while attempting to provide high quality nursing care. The 
first published paper presented in this thesis provides the theoretical framework and 
methodology for the study and discusses how innovative, positive, participatory 
approaches, such as AI, may be used to promote workforce engagement, 
organisational learning, and facilitate positive organisational change in health care. 
This paper also identifies how AI can be used as a research method and, therefore, 
contributed to the theoretical framework of this study. 
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2.3. Conclusion 
This chapter presented the published paper ‘Using appreciative inquiry to transform 
health care’. This paper outlined the theoretical framework and methodology for this 
study and discussed how positive participatory approaches, such as AI, can facilitate 
organisational learning and positive organisational change in health care. The next 
chapter presents the second published paper of this thesis ‘Implementing the 4D cycle 
of appreciative inquiry in health care: a methodological review’. This paper reviews the 
methodological approach used for this study and examined and critiqued how phases 
of the AI process have been implemented by other researchers in a health care 
context. 
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Chapter	3: 	
Implementing	the	4D	cycle	of	
appreciative	inquiry	in	health	care:	a	
methodological	review	
3.1. Publication 
Trajkovski, S., Schmied, V., Vickers, M., & Jackson, D. (2013). Implementing the 4D 
cycle of appreciative inquiry in health care: A methodological review. Journal of 
Advanced Nursing, 69(6), 1224-1234. doi: 10.1111/jan.12086. 
3.2. Introduction and relevance to thesis 
The essential nature of research is to create new knowledge through a process of 
systematic enquiry. In order to generate new knowledge researchers must determine 
which methodological approaches are best for answering the research question. The 
second paper of this thesis reviewed the methodological approach that underpins this 
study. This is the first known methodological review that examined and critiqued how 
the phases of the 4D cycle (discovery, dream, design and destiny) have been 
implemented in health care contexts. The findings of this review identified how AI could 
be used to guide this study.  
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3.3. Conclusion 
This chapter has presented the second published paper of this thesis ‘Implementing 
the 4D cycle of appreciative inquiry in health care: a methodological review’. This paper 
examined and critiqued how phases of the AI process have been implemented in a 
health care context and identified how AI could be used to guide this study. This review 
found that few studies articulated the methods used in each phase of the AI process. 
The following chapter presents the methods used in each phase of the AI methodology 
in this study including the research process, participant recruitment, data collection 
process and analysis, study rigour and ethical considerations. 
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Chapter	4: 	
Methodology	and	research	methods	
4.1. Introduction 
Nursing research aims to provide new insights into clinical practice and 
improve/challenge/test the effectiveness of care practices to benefit patients, families 
and communities. Essentially, researchers seek to explore new insights into the world 
and generate new knowledge. This is achieved through a process of systematic 
enquiry, governed by scientific principles and is known as the research process 
(Gerrish & Lathlean, 2015). This chapter outlines the research process used for this 
study; participant and recruitment strategies; data collection and analysis techniques; 
study rigour; and ethical considerations.   
4.2. The research process 
Qualitative research is a form of scientific inquiry that provides detailed descriptions of 
the research topic area, is exploratory in nature and can be useful in investigating 
organisational functioning and relationships between individuals, groups and social 
environments (Curry, Nembhard, & Bradley, 2009). This study used qualitative 
methods as it is an effective way of gathering rich in depth data about individual 
experiences and practices and the meanings individuals attribute to these experiences. 
The research process provides a series of steps including mental activities that are 
designed to increase what is known about a certain phenomenon (Cormack, 2000). 
4.3. Study setting 
This study was conducted in a 32-bed tertiary referral neonatal unit that consisted of 
twelve (level five) neonatal intensive care beds (consisting of critical ill infants requiring 
assisted ventilation) and 20 (level four) special care beds (requiring minimal or no 
respiratory support). This particular neonatal unit was chosen for this study as it was a 
large tertiary neonatal unit and consisted of infants and families that required varied 
levels of care (intensive care and special care) and nurses with varied skill levels that 
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ranged from novice to experts in the specialty. In this neonatal unit care was based on 
the medical model of care but was moving towards embedding a philosophy of FCC. 
The neonatal unit had an open-plan design where nurses initially began working in 
special care and were trained up to work in the neonatal intensive care area. Staff 
members were graded according to individual nurse skill levels, completion of 
competency assessment tasks and work performance review. Therefore, the varied 
experience and skill levels of staff had been captured. This particular neonatal unit was 
also selected as it was a very busy neonatal unit, often working at full capacity and the 
majority of neonatal staff had been employed on a permanent full time or part time 
basis with very few casual/agency staff. The following sections details participants, 
data collection and analysis used in each AI phase. 
Phase 1: Discovery phase 
Aim of discovery phase  
The aim of the discovery phase was to explore neonatal nurses’ and parents’ 
understandings of partnership and the philosophy of FCC. This phase explored 
neonatal nurses’ perspectives of their role and the parents’ role in FCC and parents 
view of their role and the nurses’ role in facilitating FCC. 
Participants and recruitment 
Purposive sampling (a non-probability sampling technique) was used to recruit 
participants for this study with the expectation that each participant would provide 
unique information and bring value to the study. Purposive sampling selects 
participants based on the particular purpose of the study and relies on the researcher’s 
judgement regarding the people, events, organisations, or pieces of data that will be 
studied (Polit & Beck, 2012). Initially, the nurse unit manager and director of 
neonatology were approached prior to commencing the study. The researcher 
presented six information sessions at varied times throughout the day and night to 
introduce the study to all NICU staff. Posters were placed on walls in meeting and staff 
tearoom (see appendix 3). Parents were recruited through an independent parent 
support group using snowball sampling techniques. Snow ball sampling is also a non-
probability sampling technique where existing study participants assist in recruiting 
future participants from their acquaintances, therefore the study sample appears to 
grow like a rolling snow ball (Polit & Beck, 2012). This technique was used to recruit 
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NICU parent’s as it was the most efficient way of recruiting parents that had already 
been discharged from the neonatal unit.  Fliers were also posted in the independent 
support group office area (see appendix 4). 
Nurses 
Nurses in this phase of the study were neonatal nurses currently employed in the 
neonatal unit and graduate NICU parents. A total of 33 neonatal nurses participated in 
the study. Nurses recruited were women aged between 25-64 years. Nurse tenure 
ranged from first year post graduate nurses to senior experienced nurses with more 
than 15 years of service in this neonatal unit. Skill level ranged from junior to senior 
levels, in special care and neonatal intensive care areas. More details about the 
characteristics of the nurses are presented in the published paper titled ‘Neonatal 
nurses perspectives of family centred care: a qualitative study’ (see chapter 5).  Ethical 
considerations were adhered to and consent received. Neonatologists and allied health 
were invited to participate. 
Parents 
A total of ten NICU parents participated in this study. To avoid adding any additional 
stress to parents currently experiencing a neonatal admission, only NICU parents that 
had infants cared for and then discharged from the neonatal unit were recruited into 
this study (within 5 years of hospital discharge). Parents were recruited through an 
independent parent support group formed by parents who previously had their infant in 
the neonatal unit where the study was conducted. The researcher approached the 
founder of the parents support group and asked for assistance in recruiting 
participants. To ensure currency of experiences reported, parents were only recruited if 
their infant had been discharged from a neonatal unit within the last 5 years. Both 
mothers and fathers were invited to participate in this study. However, only women 
chose to participate. Women recruited were between 28-35 years of age, and had 
given birth to a singleton, twins or quadruplets requiring neonatal intensive care 
treatment for more than one week. Infants’ gestation ranged from 24 weeks to 36 
weeks on admission. Two pregnancies were the result of in vitro fertilization (IVF) and 
the other infants were conceived naturally. Six participants required an emergency 
caesarean section while others delivered spontaneously. 
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Phase 1: Data collection  
Data were collected in phase 1 via focus group interviews (see appendix 7). A focus 
group is an interview with a small group of people where experiences and opinions are 
solicited simultaneously (Polit & Beck, 2012).  Following a literature review, semi 
structured interview questions were developed to guide the focus group discussions 
and interviews. The research questions were designed to elicit neonatal nurses’ and 
parents’ understanding and reflections of FCC and the perceptions of their roles in 
facilitating FCC.  
Four focus groups were conducted in the NICU staff meeting room. The NICU staff 
meeting room was considered an appropriate site as it was located outside the clinical 
nursery area but close enough so staff could attend a focus group session. Each focus 
group lasted between 1.5-2 hours and had between six to eight nurses per group. 
Individual interviews were offered to staff who either preferred not to participate in a 
focus group or who were unable to attend one of the scheduled focus group sessions.  
One focus group was conducted with parents in a meeting room away from the hospital 
setting at the neonatal parent support offices.  This site was considered appropriate as 
parents were familiar with this site, was away from the nursery, had easy access and 
free parking. Data collection for the discovery phase went over a two month period.  
 Data Analysis 
Data from health professionals were transcribed verbatim and analysed using inductive 
thematic analysis. Braun and Clarke’s (2006) thematic analysis process was selected 
as it is a comprehensive and robust model that can be applied within a range of 
theoretical frameworks. Data analysis was guided by Braun and Clarke’s six step 
process of thematic analysis focusing on identifying themes and patterns of 
experiences or behaviours (Braun & Clarke, 2006; Braun & Clarke, 2013). Text was 
examined closely, line by line, read and re-read to facilitate microanalysis of the data. 
Open coding was used to allow grouping of categories and the emergence of themes 
(Braun & Clarke, 2006; Fereday & Muir-Cochrane, 2006). Broad themes were identified 
and grouped together and then further categorised into sub-themes. Preliminary 
patterns in the data helped shape questions asked in the later focus groups discussion 
allowing further examination. Emerging patterns were examined by moving backwards 
and forwards between transcripts, field notes and research literature. The rigorous data 
analysis process contributed to the trustworthiness of these findings. Data were 
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managed electronically using NVIVO software. Data analysis revealed four dominant 
themes. 
As only one focus group was conducted with parents, there was insufficient data to 
publish a separate paper. However, the focus group discussion confirmed the 
experiences of parents already reported in the literature including findings from a meta-
synthesis conducted by Aagaard and Hall (2008) and outlined in the Introduction of this 
thesis (see Chapter 1). Therefore, following discussions with my supervisors a 
consensus was reached to not publish this data separately but to use the preliminary 
findings from the parent focus group to develop key statements to inform the next 
phase of the study. These key statements were presented to participants in the dream 
and design-workshops (in workshop Phase 2) to confirm whether statements were 
captured and reflected accurately (see Chapter 6 ‘statement from focus groups’). Key 
findings from the nurses’ focus group interviews were also captured and presented 
back to the participants at the workshop. 
Phase 2: Dream and design 
Aim of dream and design phases  
The next two phases of the AI process consisted of the dream and design phases. 
Initially the key statements from the previous discovery phase (conducted separately 
between nurses and parents through focus groups and interviews) were presented to 
all participants in a one-day workshop. The aim of the workshop were to bring neonatal 
nurses and parents together to collectively examine their own and others perceptions 
and experiences of FCC and to examine factors that facilitate the implementation of 
FCC. Participants in these phases dreamed and designed what FCC could look like in 
the NICU environment and began designing innovative strategies that could be 
implemented to improve FCC in the NICU.  
Participants and recruitment 
Purposive sampling was used again in the dream/design phase to recruit parent and 
nurse participants from the previous held focus groups. The same participants from the 
discovery phase were invited to participate in the dream and design phases. It was 
important to recruit the same parents as findings from the discovery phase were used 
to identify provocative propositions. The discovery phase findings were presented back 
41 
 
to the group at the workshop (phase 2) for ‘member checking’ to ensure initial findings 
were captured accurately. Recruiting participants from the previous phase also 
commenced the process of bringing about change in the neonatal unit. Fliers were 
posted throughout the neonatal unit including the staff tearoom area, notices placed in 
the staff communication book, and the study was promoted at staff meetings. Snowball 
sampling was used to recruit parents and fliers placed at the independent support 
group offices. Participants from the focus groups conducted in the discovery phase 
were asked to attend. Interested participants contacted the researchers and dates and 
times to meet were scheduled. Ethical considerations were adhered to and consent 
received. 
Data collection 
The workshop was held at the office of an independent parent support group located 
approximately 15 minutes driving distance from the NICU where the nurses work. The 
location was selected as a result of a collaborative decision made between the parent 
and nurse groups. Participants agreed on this location as it was away from clinical 
ward distractions, easy for parents and nurses to travel to, parking was free of charge. 
The meeting room had an open plan space design which allowed for small and large 
group work that facilitated researcher observation. 
The workshop was structured according to the AI phases (see Chapter 6 and appendix 
8). Data were collected throughout the workshop where small and large group 
discussions were digitally recorded (see appendix 9 for workshop questions).  Small 
group work required participants to write down key points on sheets of butcher’s paper 
and present findings to the larger group. Large group discussions focused on 
identifying consensus statements. The researcher and co-facilitator observed 
interactions of participants within large and small group discussions. My PhD 
supervisor suggested she assist as a co-facilitator during the workshop. Similar to 
focus groups, it is usual practice to have two facilitators in a workshop and it was 
important to record both the process and content as this was the first known study to 
bring neonatal nurses and parents together to explore FCC. I had previously met all the 
staff and parent participants prior to the workshop however the co-facilitator had not 
established a prior relationship with all participants. The co-facilitator also assisted with 
the logistics of the day, which would have been difficult for one person to execute. 
While I led the group discussion, the co-facilitator ensured time schedules were 
followed, assisted in facilitating small group discussion and taking field notes. Aspects 
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such as seating positions, participants who led the topics of conversation, participants’ 
choice of words, voice tones and non-verbal communication were observed and 
recorded in field notes by the researchers. The field notes outlining the environmental 
and non-verbal communication were analysed with the verbal interchange in focus 
groups, workshops and working group meetings. The field notes were particularly 
important in writing my reflections about the AI process presented in Chapter 8. 
Researcher field notes were recorded during and after the workshop. In this phase, 
participants were asked to confirm key assertive statements from the discovery phase, 
dream what FCC would look like in an ideal world, develop provocative propositions, 
design strategies that would enhance FCC, and identify how the envision future would 
be sustained (see chapter 6). At the end of the workshop participants decided it was 
important to form a FCC working party and continue to meet on a monthly basis.  
Data Analysis 
Inductive thematic analysis (Lincoln & Guba, 1985) was used to condense raw data 
comprising of recorded transcripts from group discussions, participants’ notes recorded 
on butchers’ paper and field notes taken by researchers. As with the previous phase, 
text was examined closely, open coding used to identify broad themes and data 
relevant to these broad themes further categorised into sub-themes bringing together 
participants ideas and experiences to form a comprehensive picture of their collective 
experience (Braun & Clarke, 2006). To ensure trustworthiness of the data, clarity and 
agreement occurred throughout the data analysis process between researchers where 
key concepts were captured and explored. Throughout the workshop process, the 
researchers asked participants to clarify and refine ideas that emerged during the 
workshop discussions. For example, the provocative propositions were presented back 
to participants to ensure key findings were captured accurately. The rigorous and 
iterative data analysis process and cross examination between the researchers (that is 
myself and my supervisors) contributed to the trustworthiness of these findings (see 
section on study rigour on page 45).  
Phase 3: Destiny phase 
Aim of destiny phase  
The aim of the destiny phase was to develop, implement and report on the progress 
and experiences of neonatal nurses and parents who worked collaboratively over a two 
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year period to design and implement innovative strategies to strengthen FCC in the 
NICU. The progress of the working party was explored and feedback on the AI 
approach used. 
Participants and recruitment 
Purposive and snowball sampling were used to recruit participants in the destiny 
phase. Parent and nurse participants from the previous workshop and staff that were a 
part of the FCC working party that was formed as a result of the workshop were invited 
to participate in this phase. Two parents, six nurses and the researcher formed the 
working party. Overtime, five more nurses including the nurse unit manager, team 
leader and educator joined, plus three allied health members including a 
physiotherapist, occupational therapist and a social worker, joined the group. Ethical 
considerations were adhered to and consent received. 
Data collection  
The FCC working party group met fortnightly initially and then agreed to move to 
monthly. Monthly meetings usually consisted of participating nurses (n=8) were aged 
between 25-64 years, parents (n=2), physiotherapist (n=1), occupational therapist 
(n=1) were aged between 25-35 years. Nurses’ experience levels ranged from junior 
special care staff to senior, experienced neonatal intensive care staff with more than 
fifteen years of service in neonatal care. Both the physiotherapist and occupational 
therapist had over five year’s neonatal experience. Parent participants (n=2) had 
experienced an infant requiring neonatal care in the last five years. Initially FCC 
working party rotated meeting locations between the NICU staff room and the 
independent support group offices, however after a year, it was deemed easier for staff 
to attend if it was held in the NICU staff room.  Meeting minutes were typed and left in a 
folder in the NICU for all staff and parents to access. Researcher field notes were 
gathered either during or after each meeting. A total of 19 meetings were held. (Please 
see appendix 10 for key topic areas discussed and participant attendance).  
Two years after the working party was formed two focus groups (four neonatal nurses 
in the first group and two neonatal nurses, one physiotherapist and one occupational 
therapist in the second) and four individual face-to-face interviews were conducted (two 
neonatal nurses and two graduate NICU parents). Data collected from these interviews 
and focus groups were digitally recorded and transcribed verbatim. Questions focused 
on the progress of the working party (see chapter 7 and appendix 11). 
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Data Analysis 
Consistent with the previous phases, inductive thematic analysis (Lincoln & Guba, 
1985) was used to condense raw data from the interviews and focus groups. Data were 
read line-by-line, broad themes identified and data relevant to these broad themes 
further categorised into sub-themes. The rigorous data analysis process contributed to 
the trustworthiness of findings. Data were managed electronically using NVIVO 
software. Four dominant themes emerged (see Chapter 5). 
Study rigour 
In the past qualitative research has often been criticised for lack of rigour, due to the 
lack of control over the validity and reliability of findings (Shenton, 2004). In order to 
overcome this, measures of trustworthiness, reliability and dependability have been 
suggested. As a concept rigour refers to the quality of the research process. A more 
rigorous research process will result in less errors and more trustworthy findings.  
A number of strategies were used in this study to increase the rigour and 
trustworthiness of this qualitative study; 1) through careful planning, developing, 
analysing and evaluating each step of the research process and 2) applying the well 
documented components of rigour in qualitative research. Specific strategies used to 
achieve rigour in this study included engagement and participation from parents and 
nurses throughout the process, communication methods that developed mutual trust, 
ongoing evaluation, rigorous data analysis and thorough reporting processes and 
evaluations.  
Developing relationships based on mutual trust and open communication was vital in 
engaging the NICU staff and parents in the AI process also providing richer data. In 
addition this assisted with valuable feedback on analysis and interpretation of data.  
Gathering relevant data on participant characteristics (gender, age and role) enable 
more accurate assessment of the diversity of participants. Attention was given to the 
type of questions asked, the research method/methodology selected and data analysis 
techniques employed. Using a carefully selected methodical approach and being 
attentive to and confirming information throughout the research process allowed for 
accurate presentation of findings. Lincoln and Guba’s (1985) criteria for scientific rigour 
in qualitative studies, the principles of credibility, transferability, dependability and 
conformability and how they have been applied to this study, are discussed below.  
45 
 
Credibility 
Credibility relates to the truthfulness and believability of findings from the perspectives 
of participants and others involved in the study (Lincoln & Guba, 1985). As qualitative 
research aims to describe or understand the phenomena of interest from the 
participant’s view point, it is only participants that can legitimately judge the credibility 
of results (Lincoln & Guba, 1985). Therefore, throughout this study, findings were 
presented to participants to ensure key statements were captured accurately. For 
example, findings from the focus group sessions and interviews (discovery phase) 
were presented to participants at the beginning of the workshop (dream and design 
phase) to ensure data were reflected accurately. At the end of the workshops key 
points were again summarized and presented to the group as a whole to ensure 
credibility of the data. Having the opportunity to meet the participants on several 
occasions and being part of the monthly FCC meetings (formed as a result of this 
study), I was able to engage in member checking both, on the spot and throughout the 
study, to verify and clarify researcher’s interpretations of participant’s experiences and 
constructions. 
While participants can judge the credibility of results, the credibility of the research 
process can be achieved through peer debriefing. The purpose of peer debriefing in 
constructivism is allowing the researcher to reflect on the whole research process 
(Frels & Onwuegbuzie, 2012; Lincoln & Guba, 1985). Debriefing require the researcher 
to provide information about the implementation and evolution of the research project 
to an impartial colleague (Lincoln & Guba, 1985). This process allowed other 
researchers and practitioners to critically review information presented at one or more 
stages throughout the study and provide feedback on the appropriateness of the study 
design, methodology used, data collection process, data analysis techniques, 
trustworthiness and completeness of the researchers findings and provide feedback on 
the overall progress of the study (Frels & Onwuegbuzie, 2012; Lincoln & Guba, 1985). 
Throughout this study, feedback was sought from supervisors, academic peers and 
fellow PhD students to facilitate discussions and develop insights and understanding of 
the research process and assisted in refining thoughts and findings. This study was 
presented to academic colleagues, at local, national and international conferences. The 
study findings have been published in journals opening this body of work to peer 
review. 
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Reflexivity was an important means for personal evaluation throughout this study. 
Reflexivity is ‘the process through which a researcher recognises, examines, and 
understands how his or her social background and assumptions can intervene in the 
research process’ (Hesse-Biber & Leavy, 2007 p.129). The participants from this study 
were recruited from the neonatal unit where the primary researcher previously worked. 
Therefore, the primary researcher had previous experiences in the neonatal unit and 
had already established professional relationships with most participants. 
Having pre-existing membership of the group provided ease of access to the study 
settings, early rapport building and increased understanding of the culture and 
language used allowing for synchronization between participant behaviour and the 
study setting. This also allowed for thick descriptions of experiences, as time wasn’t 
wasted trying to understand NICU terminology or factors such as explaining NICU ward 
processes. While benefits of being an ‘insider’ were recognised, I was conscious at all 
times that I needed to observe with an etic ‘outsider’ lens to ensure that I maintained an 
analytical perspective at all times to ensure I captured participants experiences 
accurately and were not influenced by my perspectives or interpretations (Burns et al., 
2010).  
Transferability 
Transferability refers to the degree in which qualitative research can be transferred to 
other settings or contexts (Lincoln & Guba, 1985). Transferability in this study was 
enhanced by thoroughly describing the research context and methodology that were 
central to this study. Clear descriptions of the study settings, participant characteristic, 
time frames and approaches to data collection and analysis have been outlined. Each 
phase of the AI process is described and findings are clearly presented. Sufficient 
contextual information is provided allowing the reader to determine transferability. The 
research approach and findings have been presented at local, national and 
international conferences and published in peer review journals.  
Dependability 
Dependability ensures the research findings are consistent and could be replicated or 
repeated (Lincoln & Guba, 1985). Dependability has been achieved in this study by 
providing the reader with clear and detailed descriptions of all aspects of this study 
including the research process, methodology details, data collection techniques and 
analysis processes. Such detail has been provided to enable future researchers to 
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repeat the work whether in a similar or different context. As reported previously, a 
reflexive journal was kept detailing the research process and including methodological 
decisions made throughout the study. 
Confirmability 
Confirmability refers to the degree to which the results can be confirmed or 
corroborated by others (Lincoln & Guba, 1985). This study used several strategies to 
enhance confirmability through processes such; as checking and rechecking the data, 
keeping an audit trail of the methodological process, and, by being aware of any 
potential researcher biases. My researcher’s positioning was clearly identified and 
steps were taken to ensure the study findings were the result of participants and not my 
personal characteristics or experiences. As mentioned I kept a reflexive journal. Finally 
to ensure confirmability, I have written in this thesis a reflective commentary on the 
study’s process titled ‘Researchers reflections’. 
Ethical considerations 
This study was approved from the University of Western Sydney Human Research 
Committee (see appendix 1) with additional approval obtained from Sydney South 
West HREC (Western zone) (see appendix 2) a local health district in accordance with 
the legislative requirements of the relevant state.   
Consent 
A guiding principle for researchers is to ensure an individual’s decision to participate in 
research is voluntary and based on sufficient information and adequate understanding 
of the proposed research and the implications (both benefits and risks) of participating 
in the research (National Health and Medical Research Council, 2007). The study 
consent form and accompanying information form clearly explained the purpose of the 
study, written in everyday language, using the University of Western Sydney (UWS) 
ethics committee template (see appendix 5 and 6). Participants were informed prior to 
their participation in each phase of the study they had the right to withdraw from the 
study at any time without ramifications or negative consequence.  
Participants were provided with contact details should prospective participants wish to 
obtain further information or if they wished to withdraw from the study. Once 
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participants read the information form and signed consent, subsequently they were 
recruited into the study. Prior to data collection, participants were again informed about 
the purpose of the research and confirmed participation was voluntary. A separate 
consent form was used for each stage of data collection for the study. Verbal consent 
was also received prior to the recording of interviews or focus groups. Participants 
were informed that if they participated in a recorded focus group and later decided to 
withdraw from the study, every effort would be made to remove their responses 
however, advised some content (up to the withdrawal) may still be reported on due to 
the complexity of identifying and removing one voice from a group of voices in a focus 
group session. 
Autonomy 
The concept of autonomy refers to the individual’s right to decide. In this study all 
participants were over the age of 18 and were able to make informed decisions 
regarding participation in the study. Participants were made aware of the right to 
withdraw from the study without penalty. Under the principle of justice, participants 
have the right to be treated fairly. Throughout the research participants were treated 
with respect. Participants were provided with information about the study in a timely 
manner and contact details of appropriate counselling services were provided. 
The principle of beneficence 
Beneficence refers to ‘doing good’. This study aims to do good by exploring parent and 
nurse experiences in the aim of improving neonatal and family outcomes. It is hoped 
that the dissemination of these findings will inform policy development and facilitate 
collaborations between nurses and NICU families. 
The principle of non-maleficence 
Non-maleficence refers means to ‘do no harm’. As researchers we should always act in 
ways that do not inflict harm to others. Researchers should not cause intentional or 
avoidable harm. Participants were made aware prior to commencing the study that 
participation may trigger some physical or psychological discomfort (eg, headache, 
tiredness, anxiety or emotional distress) when sharing or reliving their stories. When 
conducting the interviews, focus groups and workshops, harm was avoided by 
conducting these sessions in a sensitive and considerate manner.  
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A list of counselling provider details was given to all participants at the commencement 
of the data collection process. A counsellor was available after the interview and focus 
group sessions if needed. Participants were informed they could withdraw from the 
study at any time. Participants were reassured that participation in the study would 
have no effect on nurses employment and parents were reassured that participation in 
the study would have no effect on future associations with the health service. 
Confidentiality   
Participants were assured that confidentiality would be maintained at all times and 
focus group participants provided verbal consent to maintain and respect confidentiality 
including not discussing who was present or content raised during the focus group 
sessions. The researcher ensured anonymity was maintained in published documents 
at all times and ensured data collected was safely stored. Participant consent forms, 
transcripts and researcher field notes were kept in a locked cabinet with a key held by 
the researcher. All digital data including audio data and data saved on a computer 
under security password.  Members of the research team were the only persons with 
access to the participant interview and focus group data. 
The criteria of authenticity 
In the aim of establishing authenticity, researchers sought reassurance that both the 
conduct and evaluation of research was genuine and credible. This not only include 
participants lived experiences but must also consider the wider political and social 
implications of research. Throughout this study the researcher has faithfully and fairly 
described the participants’ experiences. As this research adopts a constructionist 
approach, this research is grounded in the realities of the individual and social 
constructs. Participants report feeling more empowered as a result of this research and 
have initiated the forming of a FCC working party. The political and social implications 
of this research have been addressed when reporting the future implications of this 
study. 
4.4. Conclusion 
This chapter presented the AI methodology and methods used for this study including 
the research process, participant recruitment into the study, data collection processes 
and analysis, study rigour and ethical considerations. The following chapter presents 
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the third published paper titled ‘Neonatal nurses’ perspectives of family-centred care: A 
qualitative study’ exploring neonatal nurses’ perceptions of FCC in the NICU. 
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The future depends on what we do it the present 
Monhandas Karamchand (Mahatma) Ghandi (1869-1948)  
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Chapter	5: 	
Neonatal	nurses’	perspectives	of	
family‐centred	care:	a	qualitative	
study	
5.1. Publication 
Trajkovski, S., Schmied, V., Vickers, M., & Jackson, D. (2012). Neonatal nurses’ 
perspectives of family-centred care: A qualitative study. Journal of Clinical 
Nursing, 21(17-18), 2477-2487. doi: 10.1111/j.1365-2702.2012.04138.x. 
5.2. Introduction and relevance to thesis 
Neonatal nurses are at the forefront of delivering neonatal care and spend most of their 
time at the bedside with neonates and their family. Research is highlighting 
implementing FCC is difficult. The relevance of this paper is to explore neonatal nurses’ 
understanding of the philosophy of FCC, perceptions of the nurses’ role in facilitating 
FCC, and the importance nurses place on implementing FCC principles. This paper 
reports the findings of the first phase of the AI process. Findings from this initial phase 
were used to form key statements that were presented back to participants in the next 
phase of the study.   
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5.3. Conclusion 
This chapter presented the third published paper titled ‘Neonatal nurses’ perspectives 
of family-centred care: A qualitative study’ and presented the findings of neonatal 
nurses’ perceptions of FCC in the NICU. Findings revealed that nurses had a general 
understanding of FCC however nurses report needing ongoing organisational support, 
education and guidance to deliver FCC effectively. The following chapter presents the 
fourth published paper ‘Using appreciative inquiry to bring neonatal nurses and parents 
together to enhance family-centred care: A collaborative workshop’. This paper reports 
the findings of a one day collaborative AI workshop that consisted of both nurses and 
parents.   
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Chapter	6: 	
Using	appreciative	inquiry	to	bring	
neonatal	nurses	and	parents	together	
to	enhance	family‐centred	care:	A	
collaborative	workshop	
6.1. Publication 
Trajkovski, S., Schmied, V., Vickers, M., & Jackson, D. (2013). Using appreciative 
inquiry to bring neonatal nurses and parents together to enhance family-centred 
care: A collaborative workshop. Journal of Child Health Care, 19(2), 239-263. 
doi: 10.1177/1367493513508059 
6.2. Introduction and relevance to thesis 
A core principle of FCC is the need to develop effective partnerships with parents. AI is 
a positive participatory framework that can be used to engage groups and build 
collaborations. This paper reports the findings of the next phase of this AI study where 
nurses and parents met for a one day AI workshop. This was the first known study that 
brought both neonatal nurses and parents together to collectively explore FCC in a 
neonatal context.  
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6.3. Conclusion 
This chapter presented the fourth published paper ‘Using appreciative inquiry to bring 
neonatal nurses and parents together to enhance family-centred care: A collaborative 
workshop’. This paper reported the findings of a one day AI workshop with parents and 
nurses. The workshop provided a good example of collaborative research and 
identified strategies that can be implemented to enhance FCC in the NICU. Participants 
reported the workshop provided a real opportunity to explore practice in the neonatal 
unit along with providing a platform to build meaningful relationships and collaborations 
required to bring about change. As a result of the workshop a FCC working party was 
formed. The following chapter presents the fifth published paper ‘Experiences of 
neonatal nurses and parents working together collaboratively to enhance family 
centred care: The destiny phase of an appreciative inquiry project’. This paper reports 
the progress and experiences of neonatal nurses and parents who met over a two year 
period to work collaboratively to enhance FCC in the NICU.  
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Chapter	7: 	
Experiences	of	neonatal	nurses	and	
parents	working	together	
collaboratively	to	enhance	family	
centred	care:	the	destiny	phase	of	an	
appreciative	inquiry	project	
7.1.  Publication 
Trajkovski, S., Schmied, V., Vickers, M., & Jackson, D. (2015). Experiences of neonatal 
nurses and parents working together collaboratively to enhance family centred 
care: The destiny phase of an appreciative inquiry project. Collegian, (in 
press) doi: http://dx.doi.org/10.1016/j.colegn.2015.05.004 
 
Article in press (see appendix12) 
7.2. Introduction and relevance to thesis 
This paper reports on the progress and experience of neonatal nurses and parents who 
worked collaboratively to enhance FCC in the NICU with a focus on the destiny phase 
(two years after the workshop was held). The relevance of this paper was to highlight 
how a positive participatory approach, such as AI, was used to create the exchange of 
information, and create the networking and collaboration required to bring about 
change in the health care system. The paper also presented the challenges and 
feedback on the AI process. 
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7.3. Conclusion 
This chapter presented the fifth published paper ‘Experiences of neonatal nurses and 
parents working together collaboratively to enhance family centred care: The destiny 
phase of an appreciative inquiry project’. This paper reported the progress and 
experiences of neonatal nurses and parents who met over a two year period to work 
collaboratively to enhance FCC in the NICU. Findings highlighted the need for effective 
social networks, collaborations and organisational support to bring about changes in 
the NICU. The following chapter presents my researcher reflections on this study and 
the AI process. 
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Chapter	8: 	
Researcher’s	reflection	
8.1. Reflections on the study 
An essential component of rigorous inquiry is the ability of researchers to provide a 
transparent account of the research journey and process. An integral part of the social 
construction process is reflecting on moments, listening to different constructions and 
dialoguing what people want to evaluate (Burr, 2015). Reflecting on the AI process 
included the when and how events occurred, whose voices dominated group 
discussions, setting/seating arrangements, what worked well, and so on. Therefore, my 
reflections on the AI process provided a behind-the-scenes view of how this qualitative 
AI research project was conducted. 
As a researcher I was obligated to explore approaches, philosophies and 
methodologies that would best suit the focus of inquiry. After hearing about AI from a 
visiting scholar I was intrigued and compelled to explore this method of inquiry further. I 
was mostly drawn to the AI approach due to the collaborative approach of this research 
and the notion of working with people rather than just writing about them. Following 
further readings and discussions with my supervisors about AI methodology, helped to 
secure my convictions that using a positive participatory approach such as AI provided 
a strong philosophical starting point for this research. 
This chapter presents a descriptive analysis of field notes kept during the AI process. I 
reflect upon the progress of the working party (that met over a two year period) and the 
AI process. Field notes and meeting minutes were taken immediately after interactions 
with participants to capture activities, behaviours and events and included descriptive 
information (date, time, locations etc.) Reflective information was also gathered 
recording, thoughts, ideas, impressions, questions and concerns identified. These 
reflections were then used to inform the discussion in Chapter 9. 
The discovery phase findings provided rich qualitative data from nurses and parents 
separately about their perceptions of FCC in the NICU. Participants were generally 
open and willing to share their experiences and were respectful when others were 
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sharing theirs. The workshop brought nurses and parents together for the first time. As 
a researcher, I felt quite unsure how this approach would be received and was 
surprised at the open, positive dialogue and teamwork between nurses and parents.  
Following on from the workshop, a working party was formed and met for two years on 
a monthly basis. Attendees at the monthly meetings primarily consisted of 3-4 clinical 
nurses, the nurse manager and two parents from an independent parent support group. 
Participants came together to develop and implement strategies to enhance FCC in the 
NICU. Meeting notes were taken and were made available to all participants and 
neonatal staff in the form of meeting minutes. Researcher field notes were taken 
immediately after interactions with participants to capture activities, behaviours and 
events of the working party. Descriptive information was gathered including: date; time; 
locations; participant behaviour and actions, and, conversations were observed. 
Reflective information was also gathered recording, thoughts, ideas, impressions, 
questions and concerns. Data gathered were analysed using thematic analysis. Four 
dominant themes and two sub themes emerged from the data: (1) ‘great expectations’; 
(2) ‘negotiations around role boundaries’ with subthemes; ‘insider/outsider my role as a 
researcher and known neonatal nurse’ and; ‘role boundaries-nurse, parent and allied 
health’; (3) ‘progressing the agenda’ and (4) ‘ongoing challenges for nurse led 
initiatives’. Below, are my critical reflections as a researcher on the research AI process 
and the progress of the FCC working party. 
Great Expectations  
Participants reported a need to explore FCC in the NICU during the discovery phase of 
this study. Participants appeared to be enthusiastic and willing to bring about change. 
During the workshop held on 22 April 2010, participants agreed that a working party 
should be formed. Participants felt the FCC working party should meet monthly to 
develop and initiate ideas raised during the workshop. Following the workshop, the 
group appeared to be on a ‘high’, positive, motivated and keen to contribute to bringing 
about change to enhance FCC in the NICU.  
While I was enthusiastic about the topic area, it was great to see that parents and 
nurses also shared the same level of enthusiasm. They appeared excited and 
wanting to make a difference for neonates and their families. (Researcher’s Field 
Notes 13)  
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Many staff reported the positive experience of the workshop. Hearing each other’s 
stories appeared to be an enlightening experience for both nurses and parents. As a 
researcher, I was unsure of what to expect or what the outcomes would be when 
bringing parents and nurses together to share their experiences and work together in a 
workshop environment. I did not expect the open, honest and constructive dialogue 
that occurred between the nurses and parents.  
I was somewhat surprised today at the honesty of responses nurses provided 
parents and just how openly parents responded to what the nurses were saying. I 
was mortified today when one nurse said to a parent ‘we don’t really think about the 
impact on families…it’s just a job for us’ and I thought how can a nurse say such a 
thing directly to a parent. However, the parent responded with ‘I know what you 
mean, it’s like when I go to work...’ and the conversation continued in a positively 
tone and a constructive manner (Researcher’s Field Notes 13).  
The AI process appeared to provide a positive, narrative, rich environment where 
nurses were able to hear the emotions of parents first hand, away from the busy clinical 
environment in a situation that focused on dialog surrounding parents’ feelings, 
strengths and ideas. Comments such as ‘this is great’, ‘I’m so happy I’m a part of this’ 
and ‘let’s keep the momentum going’ filled the room. Parents also had the opportunity 
to hear the different challenges nurses’ faced in their role that were reported as ‘not 
obvious’ to the parents while their infant was in the clinical environment. 
The level of enthusiasm from people who were in the workshop today surprised me. 
Parents made comments such as ‘…is that why you do that’, ‘now I get it’ and ‘that’s 
really helpful information and we can share this information with other parents’ 
(Researcher’s Field Notes 13).  
Parents and nurses wanted to be part of the FCC working group and were enthusiastic 
and keen to set a date for the first meeting. Once the first meeting was set, participants 
were keen to meet on a monthly basis initially to generate ideas and create a list of 
activities to address. Topic areas were prioritised in order of importance and level of 
achievability (see appendix 10).  Meetings were later changed to fortnightly to allow for 
more time for strategies to be developed and then presented at the FCC meetings. A 
total of 19 meetings were held (please see appendix 10). Participants agreed that 
achieving smaller, less complex, activities first could lead to the initiating of more 
complex tasks. Participants believed that completing some smaller tasks initially would 
give them a sense of achievement and drive to tackle the more complex tasks. 
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Participants did report feeling however, that both smaller and larger tasks were all 
achievable.  
At the end of the workshop today, there was a level of excitement surrounding 
participants. Ideas are being generated and participants want to help out. 
(Researcher’s Field Notes 15) 
Participants appeared keen and freely volunteered to help and take on additional tasks. 
Follow up actions were put in place and time lines originally set were being met. 
Information was being relayed to the neonatal clinical staff in a timely manner. 
Negotiations around role boundaries  
I commenced the monthly FCC meetings by organising and booking the venue, 
developing and sending out meeting invitations (to staff and parents) and developing 
agenda items. I discussed with the group the idea of sharing the role of chair for the 
working party amongst them. I advised the group that I did not want to chair the 
meetings. However, in the spirit of collaboration, I was happy to start the meetings if 
that was what they wanted.  
Initially, I chaired the FCC meetings as requested by the working party. As time 
progressed it became evident, that staff did not want me to relinquish my role as the 
chair person. It seemed they preferred it that way. It appeared to me that delaying 
tactics were repeatedly used by participants to avoid appointing a new chair-person for 
the FCC monthly meetings.  
Despite emphasising at the meeting today the importance of sharing the role of the 
chair, the group remained reluctant to change the chair and again put off nominating 
a new chair. Statements such as ‘you are doing a good job of it’, ‘just do a few more 
meetings’, and ‘could you just chair another meeting’ were repeated. I feel as though 
the working party, are putting off this responsibility but still want the group to 
continue to make progress. I wonder if they lack the confidence and the skills to take 
on such a role. Time constraints and lack of resources available appeared to be a 
main concern for not taking on the role. (Researcher’s Field Notes 29) 
Inside/outsider, my role as a researcher and known neonatal nurse 
Throughout the study, I also found there was a blurring of my role as the researcher as 
it appeared there were expectations from participants that I continue to guide, lead and 
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implement FCC changes. It appeared as though they were looking to me for strategies 
and answers to the challenges they faced in the clinical environment. The nurses 
continued to treat me as though I was still an employee of the neonatal unit and it 
appeared as though I had a greater say or ability to implement change. This made it 
difficult for me as I felt as though I couldn’t help the staff as much as I wanted to and I 
felt that I was letting the staff down. 
Having previously worked in the neonatal unit did, however, have some benefits. As 
relationships were already established, staff could open up to me and knew that I was 
aware of the neonatal unit dynamics, terminology and ward processes. When 
references were made about professional roles, equipment used in the neonatal unit 
and neonatal specific terminology, participants were not required to spend extensive 
amounts of time explaining the meanings to me. Rather, it gave me as a researcher 
more time to explore the concepts identified in more depth.  
Having worked as a clinician, I was aware of the many challenges nurses face on a 
daily basis when working with neonates and their families. I had experienced first-hand 
what it’s like to work in a very busy tertiary neonatal unit which employed many novice 
nurses in an often understaffed environment. Having performed in a 
leadership/governance role as acting Nurse Manager, I was aware of the challenges 
and constraints managers faced on a daily basis including the time, costs and labour 
associated with employing, training and retaining nursing staff. 
While there were benefits of having pre-existing relationships and experiences with 
staff and parents in the neonatal unit, as a researcher, there were also challenges 
associated with this. I had to be fully aware and conscious at all times of any personal 
bias I had. For example, I had to ensure my personal perceptions of FCC and ward 
practices were not colouring what the data were saying. Other challenges I 
encountered were staff treating me as though I was still an employee of the neonatal 
unit. At times it seemed as though staff expected me to implement changes and had 
perceptions that I had some control over processes in the unit.  
I’m typing up the meetings minutes, writing in the staff communication book and 
trouble-shooting how to load the parent information slides onto the NICU screens. 
These tasks should be performed by NICU staff and not me as a researcher. I 
reminded the staff that I am no longer employed by the health service as a neonatal 
nurse rather I am performing the role of a researcher. I delegated these 
responsibilities back to the staff. (Researcher’s Field Notes 35) 
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When a nurse finally accepted to take on the FCC chair role FCC, she initially required 
substantial support and encouragement. This had become an extra task for this staff 
member, which was a greater responsibility and increased workload to the nurse’s 
already busy schedule.  
I am helping the new chair-person settle into the FCC working party role. I am 
guiding her for the first few meetings to ensure the meetings are organised and 
productive. (Researcher’s Field Notes 33) 
Role boundaries- nurse, parents and allied health staff 
During the destiny phase of the study it became evident that there were tensions 
between nurses and allied health staff in relation to their role in facilitating FCC. The 
physiotherapists, occupational therapist and the ward social worker were invited to 
attend the FCC working party on several occasions by the research team and the ward 
manager. The invitations were initially declined and they did not attend the FCC 
meetings.  However, there was a shift from non-involvement to involvement when the 
physiotherapist and social worker came to a scheduled FCC meeting asking if they 
could join the meeting. The physiotherapist and social worker said they decided to 
come to the meeting due to the ongoing ‘talk’ and ‘hype’ in the nursery about the FCC 
working party and the fact the group had not disintegrated within the first few months 
(like many other meetings held within this particular unit). My initial impression when 
the physiotherapist and social worker attended the FCC meeting was a ‘scoping out’ 
session, trying to find out ‘What the meeting was all about?’, ‘Who was there?’ and 
‘Why it was still meeting?’.  
Today the physiotherapist and social worker came to the meeting together. My 
immediate impression was that they came to seek information but with no real plan 
to join the meeting. The social worker said ‘We’ve heard so much about this 
meeting, so we thought we should come and see what this is all about. What’s its 
purpose? And why do we really need it when we already have a DC group?’ 
(Researcher’s Field Notes 26) 
On reflection, I felt quite agitated about their attitude towards the working party. To me, 
it felt as though both the physiotherapist and social worker were ‘protecting their roles’ 
and their purpose within the neonatal unit. It appeared the physiotherapist was trying to 
hold onto and guard their roles and positions in the neonatal unit, particularly the work 
they were engaged in surrounding the concept of DC.  
99 
 
Today the physiotherapist emphasised how much time and effort she and her team 
have dedicated to DC in the neonatal unit, stating the physiotherapists were the only 
staff in the unit properly trained to implement DC. The physiotherapist spoke of the 
importance of DC and was unsure why we needed a FCC working party when they 
already had physiotherapists implementing DC (Researcher’s Field Notes 26)  
It seemed as though there was an ownership by the physiotherapists regarding DC 
practice in this particular neonatal unit. It appeared that DC was a stand-alone concept 
rather than being sub-sued in FCC. While the physiotherapists spoke of DC and 
working with families, it appeared that staff did not embrace a holistic collaborative 
approach. The social worker also appeared to be ‘protecting her role’ from the parent 
support group. It appeared the social worker felt that parents could not support other 
NICU parents as effectively as a social worker as they were ‘not properly trained’ or 
‘qualified’ in offering counselling and support services.  
I thought today, the social worker appeared defensive, arms crossed and very direct 
with responses. Initially she used single word responses such as ‘yes’ or ‘no’, 
followed by statements defending her role and qualifications, ‘I have received proper 
training to work with these families. I’ve seen it all. I know how to help these families. 
These families need the support of a professional. That’s what we are trained for, 
and that’s why we are here’ (Researcher’s Field Notes 26) 
As the FCC group meetings progressed, the physiotherapist and social worker realised 
the purpose of the FCC was to work collaboratively with allied health care workers and 
parents. The physiotherapist and social worker understood the FCC working party was 
not a threat to their role rather the FCC group supported their role and valued and 
respected their expertise and contributions to care for neonates and their family. The 
tone of the conversations changed and dialogue became less defensive and more 
constructive. 
I recognised that the physiotherapist and the social worker were apprehensive about 
the purpose of the FCC working party. I made time today to discuss any concerns 
they have and to reassure them that the FCC working party are not here to ‘tread on 
any ones toes’ and want to work together to ultimately improve the care for 
neonates and their family. I asked if we could incorporate work already created by 
the physiotherapist team. I suggested physiotherapists continue to work on the DC 
aspects and feed the information to the working party. 
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The social worker expressed concern regarding increased workload due to a rise in 
neonatal admissions and more complex family needs. Parents offered ways in which 
they could support the social worker. Ideas were raised and strategies discussed. 
The social worker highlighted the potential benefits of being part of the FCC working 
party suggesting the parent support group could help lessen some of her heavy 
workload (Researcher’s Field Notes 38).  
Over time, the physiotherapist and social worker were more accepting of the FCC 
working group, and willing to share their expertise and resources. Information provided 
by the physiotherapist and social worker was included in FCC strategies implemented 
in the neonatal unit for example, DC information on the parent information LCD slides. 
The physiotherapist also realised that the FCC working party could relay DC 
information to the nursing team which they found challenging in the past. The 
physiotherapists reported feeling ‘included’ and ‘valued’ in the FCC working party.  
While participants reported a greater understanding of each other’s roles, expectations 
and needs within the current health system design, they also struggled to work within 
the current health system due to limited resources and lack of time. Although nurses 
reported feeling empowered as part of the AI process, it became evident that nurses 
often struggled to attend meetings or implement strategies as efficiently or effectively 
due to time constraints and other ongoing work commitments. This resulted in delays in 
progressing agenda items and implementing strategies in a timely manner.  
While many staff members reported practicing FCC, the majority of staff had only 
implemented some components of FCC independently, overlooking the importance of 
implementing all aspects of FCC. It also became evident that all the FCC principles 
were not being embedded in the overall role and care for the infant and their family.  
Although staff reported their role and commitment to FCC in the neonatal unit, only 
one nurse interviewed reported being aware of the FCC principles set by the 
Institute of Family Centre Care (Researcher’s Field Notes 32). 
Staff embraced the AI process and was receptive to bringing about change.  However, 
it became evident that a multi-level and multidisciplinary approach would be required to 
be effective. Over time, the working party received support from the neonatal unit 
management team, nurses, physiotherapist, social workers and parents.  
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Today the nurses and allied health worked together and shared information. There 
appeared to be a shift from protecting information to building resources together 
(Researcher’s Field Notes 46). 
The two newly appointed clinical nurse educators however, frequently struggled to 
attend the meetings. As an educator of the unit, I would have expected that this would 
be a priority for staff in the NICU and would be a part of their role. However, I attributed 
their lack of attendance to adjusting to their newly appointed role.   
Parents took their role in the FCC working party seriously and appeared very dedicated 
to contribute and bring about change. There was a parent representative at every FCC 
working party meeting. Parents were keen and motivated to be part of the working 
party and provide assistance where possible  
Parent representatives came prepared again today and followed up on strategies 
identified at the last FCC meeting. Sibling packs were developed as promised and 
follow up phone calls had been initiated (Researcher’s Field Notes 31). 
Parents reported feeing valued and considered an integral member of the FCC team. 
Parents were included and their ideas and suggestions were heard.  
Parents reported feeling their role was important and they felt valued and respected. 
They were being heard and their ideas and strategies implemented (Researcher’s 
Field Notes 37). 
As the parents had been part of an independent parent support group. There appeared 
to be a dual role between representing the needs of NICU parents and one of 
governance role in being a consumer group representative. 
Maybe the needs of a parent by the bedside of their baby in the NICU, is different to 
the governance needs of a consumer group representative. Introducing newly 
graduate NICU parents could contribute to current bedside experiences and provide 
some feedback on strategies implemented as a result of the FCC working party 
(Researcher’s Field Notes 53).  
The neonatologists in the unit were verbally supportive of the study. However, 
throughout the two year period only one out of the five neonatologists in this particular 
unit attended a FCC meeting. This same neonatologist was very supportive of the 
study, but did suggest it was a predominantly a nurse focused area. Another 
neonatologist dismissed this study as it was qualitative in design.  
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Progressing the agenda  
The working party met for over 2 years and some strategies were developed such as 
parent information slides and the development of sibling packs. Strategies identified 
appeared to take a long time to progress.  
I found that most of the work involved in the development of the parent information 
slides occurred during the FCC monthly meeting with little progress in between 
meetings (Researcher’s Field Notes 42).  
Some things that did help progress the agenda were scheduling monthly FCC 
meetings at least six months in advance and not allowing other activities to override or 
take place during our scheduled meeting times. Seeking timely feedback on strategies 
implemented would allow modifications to be made as required. Setting clear 
guidelines, goals and completion dates were helpful in not only identifying what needed 
to be done, but also highlighted to the group when completion dates were not being 
met and demonstrated how long tasks where taking to complete. 
The FCC working party projected 4 months to complete the parent information 
slides. While the slides look great, have vital information and receive positive 
feedback from staff and parents, it has taken over a year to get the slides uploaded 
to the screens in between infant bed spaces. I was hoping the accompanying parent 
educational video would have been completed by now, but work on this hasn’t even 
started. (Researcher’s Field Notes 51). 
Difficulties encountered were staff shortages that prevented staff from attending 
meetings on a regular basis due to clinical work commitments. A lack of designated 
work time to complete and implement tasks could have also hindered the progress of 
the group. It would have also been beneficial if clinical team leaders, clinical educators 
and the clinical consultant were present at meetings on a regular basis. This would 
have allowed for greater contribution and assist in staff and parents receiving 
consistent information. Greater contribution of all staff could have assisted in moving 
agenda items. 
The clinical consultant and nurse educators infrequently attend the FCC meetings. 
Having all staff involved could assist in progressing agenda items (Researcher’s 
Field Notes 44). 
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Parents appeared surprised at the barriers nurses faced on a daily basis and more 
specifically the time it took for strategies to be implemented in the NICU. 
The parent representatives were shocked today at how simple strategies are difficult 
to implement in the hospital system. They were shocked at the processes and 
approval levels required to bring about simple changes. As time evolved so did the 
parents enthusiasm progressing agenda items (Researcher’s Field Notes 47). 
Balancing increased autonomy and responsibility was required for the FCC group to 
progress. What did stand out throughout the workshops and follow up process was that 
both nurses and parents continually strived to do what they thought was best for the 
infant and parents at all times in the current context. 
Other challenges presented included keeping the nurses focused on an AI approach 
when they are predominantly trained in using a problem solving model. Nurses, in 
particular, would unconsciously begin to focus on problems. As a researcher and a 
nurse, I was also required to be conscious that I, too, would not revert to a problem 
solving approach and needed to redirect the focus back to an AI approach.  
I found myself getting drawn into negative talk and problems within the unit today. I 
needed to redirect the focus back to an AI approach otherwise I felt this could 
become destructive to all the work achieved so far. The formal and informal contact 
between the FCC working party participants and me as the researcher was helpful 
in building relationships and gaining participants ongoing commitment not only to the 
research, but also being part of a process to bring about change. This collaboration 
between parents and nurses provided new insights, allowed for acting 
interdependently and appears to be creating a positive environment for learning 
(Researcher’s Field Notes 53). 
Ongoing challenges for nurse-led initiatives 
I was invited as a guest speaker at a conference surrounding FCC. At this conference I 
presented the progress of this AI study. A visiting international Neonatologist presented 
findings from their study that also focused on including families in the care of their 
neonate whilst in the neonatal unit. This whole system approach to include families was 
led by Neonatologists and generated interest amongst Australian neonatologists. At 
one round table discussion, Australian neonatologist’s agreed in principle to implement 
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this new approach in some Australian neonatal units. This included neonatologists from 
the unit where this study occurred.  
I am amazed to see neonatologists (including the neonatologist from this study) 
showing a strong interest in FCC concepts when presented by a member of a 
medical team. It appears as though neonatologists are more receptive when the 
ideas came from a fellow medial officer rather than from nursing staff (Researcher’s 
Field Notes 49). 
The round table experience highlighted to me, as a researcher and a nurse, the 
ongoing challenges nurses face in attempting to implement change in the clinical 
environment. While this study incorporated an AI ‘ground up’ collaborative approach in 
a hierarchical health system, it became evident that the AI change process does 
require the support of key personnel to bring about change. For example, the manager 
did not dominate the FCC working party (in line with the AI ‘ground up approach) 
however I believe it would have helped if she played a more active role in some 
aspects of the process. For example, I had to ask the manager if she would 
disseminate information from the FCC meetings to the general staff meetings.  
Another barrier faced, was the difficulty experienced in recruiting new participants to 
the FCC working party. This is primarily because people did not have time to commit. 
The manager played a passive role and the parents who attended were not recent 
NICU parents rather graduated NICU parents. In order to achieve positive, whole 
system organisational change, the active support of all health professionals including 
the medical team is required. A positive aspect of using a ground up approach is that it 
provided a platform for health professionals to engage in positive conversations and 
develop partnerships and collaborations. 
8.2. Conclusion 
In this chapter, I presented my reflections on the study and AI process. In the following 
chapter I will discuss key findings in relation to extant literature and will highlight the 
significance of this study in contributing new knowledge surrounding FCC in the NICU. 
Implications for nursing practice, strengths and limitations of the study, directions for 
future research and concluding thoughts are presented. 
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Chapter	9: 	
Discussion	
This study set out to explore FCC in the NICU. This is the first known study that has 
used an AI approach to bring neonatal nurses and parents together to collectively 
develop strategies to strengthen FCC in the neonatal unit. This chapter will discuss key 
findings of this qualitative study in relation to existing literature and highlight the 
significance of this study in contributing to new knowledge surrounding FCC and the AI 
process. Reflections on the research journey, the working party progress in 
implementing changes and lessons learned along the way will be discussed.  
9.1. Synthesis of findings 
The aim of this study was to use an AI process to bring neonatal nurses and parents 
together to examine their perceptions and experiences of FCC and to design innovative 
strategies to implement FCC principles and improve neonatal care. The researcher met 
with participants regularly over a two year period. During this time there were many 
high points where participants engaged and worked collaboratively to improve care for 
the neonate and the family.  
Initially, the study explored neonatal nurses’ and parents’ perceptions and experiences 
of FCC. The discovery phase findings revealed four dominant themes ‘Getting to know 
parents and their wishes’, ‘Involving family in the day to day care’, ‘Finding a happy 
medium’ and ‘transitioning across the continuum’. These findings indicated there was a 
shift from a traditional biomedical model of care excluding families to nurses reporting a 
professional responsibility to parents.  
The discovery phase findings revealed nurses had a general understanding and valued 
FCC, however, only some FCC elements were being implemented, and often it was 
delivered in a sporadic or ad-hoc manner. The discovery phase findings provided 
valuable information regarding the development and skills training required by nurses 
when working with families. For example, the need to develop effective formal and 
informal communication skills, performing family needs assessment, learning 
negotiation skills, developing conflict resolution strategies, and offering support to 
parents (shifting from a ‘doing’ to a ‘guiding’ role). Tensions remained for some nurses 
to relinquish control to parents, however, nurses reported feeling more empowered to 
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include parents when they could identify and understand the positive effects of working 
collaboratively with parents in the neonatal unit.  
The dream and design phases consisted of one full day workshop that brought 
neonatal nurses and parents together (for the first time) to collectively explore FCC in 
the neonatal intensive care unit (NICU). This was a pivotal moment in the study where 
parents and nurses openly shared their experiences. The AI workshop used in this 
study provided opportunities and support for nurses’ and parents’ to engage in 
meaningful dialogue, share stories and started to build relationships that facilitated 
better understanding of parent and nurse perspectives and experiences.  
The dream and design phases did however require a paradigm shift from a deficit 
approach to affirmative thinking. The findings of this study indicated that nurses were 
initially reserved in praising their own efforts and often started from a negative 
perspective. This changed throughout the AI process when nurses were encouraged to 
focus on what worked well when providing FCC. Nurses found it easier initially to 
praise other nurse efforts before their own. During the workshop parents and nurses 
developed shared insights about optimal FCC that could be built upon to support 
neonates and families. One overarching theme emerged ‘sharing experiences and 
stories’ that comprised four sub themes: ‘discovering what works well’; ‘dreaming of the 
ideal’; ‘fixing things’; and, ‘destiny, projections for the future’.  
Sharing stories increased nurses’ awareness of their impact on parents, resulting in 
greater efforts to bring about changes in clinical practice. For example, parents were 
involved in the design of strategies to improve FCC. Parents also found the workshop 
helpful as it not only provided an opportunity to express their feelings and experiences, 
but develop greater understanding of procedures and processes required and 
challenges faced by nurses.  
The inclusive nature of the workshop created opportunities for nurses and parents to 
engage in networking, sharing information, facilitated collaborations and helped to build 
relationships.  Parents’ and nurses’ indicated the workshop provided a real opportunity 
to develop a greater understanding of each other’s experiences and how things could 
work in the neonatal unit. Open dialogue throughout the workshop motivated and 
encouraged participants to generate new ideas and begin to develop strategies. As 
reiterated by other studies (Reed, Pearson, Douglas, Swinburne, & Wilding, 2002; 
Richer, Ritchie, & Marchionni, 2009) organisational support was considered a key 
factor when initiating change. Adequate time, resources and multilevel interventions 
were required. 
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The destiny phase of the study reported on the progress and experiences of the FCC 
working party two years from when the working party was formed. Four dominant 
themes emerged ‘creating a physical and mental space’; ‘building and maintaining 
momentum’; ‘ongoing organisational support’; and, ‘continuing collaborations’. 
Initiatives such as creating parent information slides on screens in between bed 
spaces, development of sibling and memento packs were implemented. Finally, major 
challenges faced by the working party were described in Chapter 8 (researcher 
reflection). These included tensions with role boundaries between nurses, allied health 
and parents, time and financial constraints (inability to attend meetings or implement 
strategies) and the difficulties faced for nurse led initiatives in health care. Analysis of 
my reflective field notes revealed the following themes ‘great expectations’; 
‘negotiations around role boundaries’; insider/outsider-my role as a researcher and 
known neonatal nurse’; ‘professionals and role boundaries-nurses, parents and allied 
health’; ‘progressing the agenda’; and ‘ongoing challenges for nurse led initiatives’.  
The ability to bring about organisational change is challenging, but considered crucial 
to the success of organisations, particularly in the current changing health system 
environments (Gesme & Wiseman, 2010). In this next part of the discussion key factors 
that facilitated or hindered change in the NICU are examined. 
9.2.  Using AI to promote organisational change in the NICU   
Appreciative Inquiry is reported to be a powerful tool for facilitating change by engaging 
groups, crossing boundaries, and promoting a united approach to organisational 
change (Lavender & Chapple, 2004). A key strengths of AI, is the engaging, inclusive 
and collaborative nature of this approach. Using AI for this study created opportunities 
and support for neonatal nurses and parents to engage in networking, sharing of 
information and building effective relationships. Participants engaged in a meaningful 
process that acknowledged their experiences, knowledge and enthusiasm. 
Many theoretical frameworks and approaches exist to guide and inform organisational 
practice change (Grol & Grimshaw, 2003). However, many argue that some 
approaches such as participatory approaches are more effective in bringing about 
change in a health care settings and assist in bringing evidence into practice 
(Brownson, Fielding & Maylahn, 2009). Healthcare is both a practical discipline and a 
social phenomenon that refers to individuals and group interactions, behaviour and 
interrelationships; therefore participatory approaches such as action research and AI 
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are considered appropriate strategies when implementing change (McKeown, Fortune 
& Dupuis, 2015).   
This study used AI to bring about change as AI adopts a grassroots approach that is 
deemed to be emergent and generative rather than programmed and directed. Based 
within a socio-rational realm, health professionals are viewed as rational individuals 
and will most likely adapt to change if they believe in the research or where proposed 
change is based on sound evidence or research (Greenhalgh, 2015; Cooperrider & 
Srivastva, 1987). It is suggested that change doesn’t require key leaders directing or 
driving change rather it focuses on the questions asked and the voluntary efforts of 
individuals/ teams to bring about positive change.  
AI appeared to be a good fit for this study due to the inclusive collaborative nature of 
the AI process. In addition, traditional top down approaches to change without 
concomitant bottom up approaches have proven ineffective in bringing about change in 
health care (Manley, McCormack & Wilson, 2008). Thompson, Bilson & Dykes (2012) 
suggests a ‘heart and minds’ (p.258) approach to change which embodies both 
emotional and rational engagement of staff on all levels may assist in moving from 
traditional top down approaches to drive change in health care.  
Based on Roger’s (as cited by Cameron & Green, 2015) seminal work on the stages of 
change and Prochaska and Di Clemente (1984) transtheoretical model,  individuals 
and organisations can occupy a range of positions from pre-contemplation (where 
there is no recognition for the need for change) to contemplation (acknowledging there 
is a problem but not sure or not ready to make a change) to preparation/determination 
(getting ready to change), action/will power (changing behaviour), maintenance 
(maintaining the behaviour change) and relapse returning to old behaviours and 
abandoning new changes). Participants in this study initially appeared to be in the 
contemplation phase where they realised there was a need for change. It became 
evident that while some FCC strategies had been implemented to include families prior 
to the commencement of this study, staff wanted a more consistent approach to 
implementing FCC practices rather than the ad-hoc approach that was being used. 
Parents in the study by Finlayson, Dixon, Smith, Dykes & Flacking (2014) exploring 
parents’ experiences of NICU and FCC, reported staff inconsistencies as one of the 
most upsetting aspects of care they received.  
The AI process appeared to shift participants from the contemplation phase into a 
preparation/determination phase when the initial study was introduced and the AI 
approach was proposed. Enthusiasm to be involved in the study and to bring about 
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change increased. While health care professionals claimed they were implementing 
FCC, discovery phase findings (see Chapter 5) indicated that not all participants had a 
good understanding of FCC principles or tended to apply some of the principles and 
only in some cases. Similarly, Peterson, Cohen & Parsons (2004) found nurses 
identified elements of FCC as important but many nurses did not apply FCC elements 
consistently in daily practice. Gooding, Cooper, Blaine, Franck, Howse, & Berns, 
(2011) found inconsistencies exist both within and amongst neonatal units. Reis et al., 
(2010), suggests nursing care that is provided in a manner that optimises consistency 
and continuity of care may assist in developing parent nurse relationships.  
During the discovery phase of this study it was established that the neonatal unit did 
not have a FCC policy or FCC vision for the unit. Participants reported that it was 
important to develop a FCC vision and policy for the neonatal unit. The discovery 
phase, focus group interviews, generated many stories about positive aspects when 
delivering or receiving FCC in the neonatal unit. Others have found positive 
participatory approaches such as AI useful in sharing stories and engaging groups. For 
example, Lavender and Chappel (2007) reported using AI as opposed to a problem 
orientated approach to share stories as it prevented nurses feeling vulnerable and was 
believed to create an upward rather than downward spiral. Carter, (2006) reported 
discovering ‘a rich untapped mine of success stories’ (p.58), and purports most stories 
about what works well in organisations are often untold as organisations do not have 
mechanisms to share success. 
Early discussions and sharing individual stories in this study, created interest and 
enthusiasm in the AI process and started to change the discourse in the setting shifting 
from difficulties when delivering FCC to strategies or approaches that were effective 
when working with families. This proved consistent with AI theory (Bushe, 2011) where 
stories were described as powerful and impactful in capturing participant’s attention 
and generated positive dialogue. Ruhe et al., (2009) reported in their study exploring 
primary care practices, participants developed greater understanding of themselves as 
individuals and their group to enable practice change. Similarly, Wilson, McCormack & 
Ives (2005), suggest understanding individual values and beliefs are important in 
understanding the workplace culture in a special care nursery.  
The synergistic process of the discovery phase and the workshop was a highpoint in 
the study, reflecting the learning experience for participants that later led to some 
changes in the neonatal unit. For example, staff shifted from a focus on problems to 
acknowledging the positive aspects and strategies used when delivering FCC. 
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Participants in the workshop demonstrated a shift in their language from problems to 
identifying what they did well when caring for infants and their families. The dream and 
design phases that occurred during the one-day workshop also led to the development 
of provocative propositions (eg. consultation and collaboration between parents and 
health professionals) and quality detailed statements (eg. nurses have an important 
role in supporting parents) that were also a good source to guide the working party. 
During the workshop, parent and nurse participants decided to create a FCC vision 
(see appendix 10) and form a FCC working party to meet monthly. The FCC vision was 
widely displayed throughout the unit for staff and participants to see. The main purpose 
of the FCC working party was to develop partnerships between health professionals 
and parents and to collectively implement strategies to bring about change and 
improve FCC in the neonatal unit.  
Participants showed initial enthusiasm and commitment to bringing about change, 
identifying innovations and implementing and modifying strategies suggesting 
participants entered the maintenance phase (Rogers, 2004). While a core group of 
nurses within the neonatal unit were keen to bring about change, it was difficult to 
recruit more nurses into the FCC working party (see researcher’s critical reflections on 
experience of the FCC working group). Commitments to action and implementation 
proved challenging and faded with time suggesting the participants may have entered 
the relapse phase during the study.  
Nurses struggled to attend FCC meetings as they were often inundated with clinical 
tasks and commitments. The same participants would attend meetings and recruiting 
new participants proved difficult. Structural barriers such as staffing and limited 
practical support from NICU leaders both medical and nursing for change were 
identified. Participants attending often took a long time to implement or progress 
strategies to achieve desired goals. This is demonstrated in the minutes and my field 
notes where the same topics were repeatedly discussed over many meetings with little 
action or progress (see appendix 10). Lazic (2011) who used AI to implement a nurse 
education program in a paediatric centre reported that not all their dreams were 
achieved when participants realised the work, effort and time required to bring about 
change. It became evident that, while AI respects the autonomy of individuals to adopt 
change, participants needed to be ready to learn and be prepared to bring about 
change. In addition, organisations need to put mechanisms in place to transfer 
individual learning into a learning organisation.  
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Learning Organisations 
Most organisations tend to focus on problems within their settings (Cooperrider, 1990). 
In addition, most research approaches (including action-research), no matter whether 
using a qualitative or quantitative perspective, start from the position of identifying a 
problem that needs to be addressed. Participants in this study were required to shift 
their thinking from a negative, deficit, pessimistic, problem oriented approach and 
change to one that is creative, supportive, optimistic and focused on what works well 
within the organisation. This paradigm shift required neonatal nurses and parents to 
think in a new way and through a new lens rather than the reactive or adaptive 
approaches often used. 
It is suggested acknowledging existing effective practice provides a platform for 
envisioning and developing improved health care practice (Carter, 2006). It became 
evident from the discovery phase findings that the neonatal unit needed to create 
contexts in which nurses and parents can continually learn (eg. about each other’s 
roles, needs and expectations), question practices and models of care, engage in 
meaningful dialogue, and create visions that encourage action. To create this dynamic 
context, individuals (nurses/parents/allied health staff and middle managers) need to 
be supported by a learning organisation. This broader organisational context in this 
study impacted on the leadership displayed by managers, the type of network 
structures and professional relationships that exited and the capacity of health staff to 
collaborate with parents/consumers.  
Leadership 
For several decades, change management leaders have argued that change will only 
occur if participatory approaches are used to encourage the involvement of individuals 
in all levels of the change process (Wallerstein, & Duran, 2006). This is in contrast to 
the traditional top down, power-coercive, authoritarian approaches often used to bring 
about change in many organisations despite their reported ineffectiveness (Bengoa, 
2013). Some suggest a blending of both bottom up and top down approaches to bring 
about change (Bengoa, 2013) while others suggest four levels of change management 
including individuals, teams or groups, the organisation and larger systems in which the 
organisation are embedded (Cummings & Worley, 2015). 
The nurse unit manager in this study facilitated nurses to embrace a ground up 
approach to implementing FCC, however, it became evident that key agents or leaders 
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were central to change processes and change would only occur when leaders showed 
commitment to the change. The nurse unit manager supported the FCC meetings and 
encouraged staff to participate in implementing strategies to bring about change. 
However, despite the ground up approach promoted in AI, it became evident in this 
study that there needed to be a clear leader who was able to drive the AI process. This 
process required the nurse leader to invest the time and energy to facilitate 
organisational change, encourage creativity and maintain the positive energy required 
to create new directions in neonatal care. Nurses, both in the working group and 
outside of it also needed to motivate themselves to take action and create opportunities 
to bring about change. The difficulties in being able to relinquish my role as the chair of 
the FCC working party meetings indicated nurses required training, skills, time, will, 
energy, confidence and support to drive change.  
AI theory suggests organisations are social constructs and can be limited by human 
imagination, focusing on problems or shared beliefs of an organisation (Bushe, 2011). 
It can be argued that nurse managers are at the centre of the knowledge management 
process as they are the core of the vertical and horizontal flow of information within the 
organisation. Neonatal nurse mangers must recognise the important role they play in 
creating space, time and resources to develop and implement new ideas and 
innovations. Consistent with Richer, Ritchie and Marchioni (2009), this study reiterates 
that organisational support is a key factor in creating changes in the work environment, 
and highlights that multilevel interventions are needed. 
Network structures and professional relationships 
Network structure is considered important in the adoption of innovations and is strongly 
influenced by social networks. Traditionally, doctors work in informal, horizontal 
networks and nurses work in more formal vertical structures. Vertical networks are 
used for cascading of information and passing on authoritative decision whereas, 
horizontal networks have been reported as more effective in spreading peer influence 
and supporting the construction and reframing of meanings (Greenhalgh, 2015).  
Participatory approaches such as AI are motivated by pragmatism and concerns of 
equity. To be successful, however, participatory approaches such as AI and action 
research require individuals to recognise the need for change within organisations, be 
actively involved in all levels of the change process and be prepared to develop the 
skills and education required to initiate change. In addition, individuals are required to 
113 
 
actively participate in research, project design and policy development. The findings of 
this study support the views of Richer, Ritchie & Marchioni (2009) and Staniszewska, 
Brett, Redshaw, Hamilton, Newburn, Jones & Taylor, (2012), regarding the importance 
of developing social networks and the need for interdisciplinary collaborations. The 
successful implementation of FCC requires ongoing organisational commitment and 
support (Staniszewska et al., 2012), and organisations providing equal attention to both 
multi-level structures and larger systems perspectives (Richer, Ritchie & Marchioni, 
2009). For example, providing nurses with resources and the time required to initiate 
change and foster multidisciplinary support across services.  
Developing professional networks and relationships is important for advancing neonatal 
care. Dialogue is reported to have enormous potential for transformation and 
generative dialogue is reported to enable coordination that leads to organisational 
growth (Gergen, Gergen & Barrett, 2004). In line with Cooperriders (1990) positive 
principle, this study focused on positive feelings to allow for building and sustaining 
momentum for change. Research shows individuals that focus on the positive are more 
flexible, integrative, creative, and are more efficient thinkers (Isen, 2000). Another 
study showed positive dialogue is related to building quality relationships, cohesion, 
improved decision making and greater success of overall social systems (Fredrickson 
& Losada, 2005). Creating a space for participants in this study, offered a place for 
dialogue to occur and to allow the development and sharing of common goals while 
also providing a platform required for change or innovations to emerge (Richer, Ritchie 
& Marchioni, 2009). 
However, power differentials were evident amongst nurses, where nursing staff in a 
position of power or those who had more flexibility in their working day were able to 
attend the FCC meetings yet, nurses directly involved with patient care often struggled 
to attend meetings due to heavy workloads. Physiotherapists appeared to take 
ownership of DC practices in the neonatal unit while the social worker appeared to be 
protecting her role from the parent/consumers. Neonatologists in this unit declined 
participation in this study however agreed to participate in a neonatologist lead study 
on family integrated care (FIC). It appeared that medical professionals continue to have 
greater influence in driving change in health care. The medical staffs’ interest in 
participating in the new study may have been influenced by the persuasive power of an 
international leading neonatologist but it is also possible that this AI study had also 
raised the awareness and interest of medical staff in FCC even though they did not 
participate in this study. 
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Collaborations with parent consumers 
One of the core concepts of FCC is the need to develop effective relationships with 
parents. Partnership can occur on two different dimensions. For example, partnerships 
between the NICU staff and consumer groups such as parents in the AI working party 
in this study, and partnerships developed between nurses and parents during the 
infants stay in hospital. Involving parents and consumer groups in health care and 
policy development has been viewed as a democratic or ethical requirement (Nilsen, 
Myrhaugh, Johansen, Oliver & Oxman, 2007; Staniszewska et al., 2012). Parents 
recruited into this study were graduate NICU parents who were part of an independent 
parent support group. The collaborative approach to include these parents was 
effective in addressing some of their expectations and needs. It was hoped that these 
relationships would contribute to collaborative decision making and higher quality 
clinical care for infants and their family.  
Parent participants in this study were dedicated, motivated and willing to share their 
stories and assist to bring about change. They expressed a desire for partnerships and 
joint decision making regarding neonatal care and policies and practices. A number of 
the strategies suggested were designed to achieve this goal. Participants in the study 
wanted nurses and parents in the NICU to work collaboratively but this they believed 
required clearly defined parent and nurse roles and this was not achieved by the 
working group.  
Research is indicating increased emphasis is being placed on parents assuming 
greater responsibilities in their infants’ care. Other approaches such as family 
integrated care advocate care that is led by parents, suggesting parents are experts in 
the care of their child, while a health professional role is that of a consultant (Jiang et 
al., 2014). Coyne and Cowley (2007) claim however, the ‘pendulum of parent 
participation’ in paediatric services in Britain has swung from excluding parents to 
making parents completely responsible for the care of their child whilst in hospital 
(p.893). Other studies report the expectations placed on parents in the early stages of 
admission is too high, and some parents are showing resentment at being asked to 
perform nursing duties when it is not driven from a philosophical choice, rather as a 
result of staff shortages (Coyne & Cowley, 2007; Shields, 2010; Zhou, Shields, Watts, 
Taylor, Munns & Ngune, 2012).   
Nurses in this study recognised the importance of the role of families in the NICU and 
wanted care to be more inclusive and family focused.  However, nurses also reported 
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that sharing care with parents through a partnership in the clinical environment is 
different to working with parent consumer groups due to the power imbalances that 
exist between neonatal nurses and parents when their infant is receiving neonatal 
intensive care. Nurses questioned whether the notion of partnership and collaboration 
with parents in the NICU is possible. Coyne and Cowley (2007), also challenged the 
notion of partnership, suggesting parents could never truly be equal partners in care as 
control of boundaries ultimately lie with the nurse. 
Nature of FCC as an innovation 
There is no doubt that FCC is a complex intervention or system of care. Health 
professionals and system leader’s continue to develop theoretical approaches and 
conceptual frameworks to guide models of care and gain greater understanding of 
successful implementation of strategies.  Optimism exists surrounding the theoretical 
basis of models of care and how these can reduce the practice theory gap. However, 
change theorists such as Greenhalgh, Robert, Macfarlane, Bate, & Kyriakidou (2004) 
suggest complex interventions or innovation frameworks such as FCC can be difficult 
to implement because often there is limited support, details or instructions on how to 
implement principles in different health care settings. Greenhalgh et al., (2004) also 
suggests implementation of models of care such as FCC is influenced by factors such 
as social networks, organisational characteristics and complex adoption processes.  
Drawing on the work of Rogers (2004) and a systematic review conducted by 
Greenhalgh et al., (2004) key characteristics influencing the adoption of innovation are 
relative advantage; compatibility; trialability; observability; complexity; task issues; 
reinvention; fuzzy boundaries; risk; knowledge required to use it; and 
augmentation/support These characteristics and related challenges were evident in the 
findings of his study. 
Relative advantage and compatibility 
Greenhalgh et al., (2004) suggests innovations that have clear advantages in 
effectiveness including cost effectiveness are more easily adopted. Participants in this 
study considered it important to include families in the care of their infant and valued 
the philosophy of FCC. The reported benefits of implementing FCC include improved 
health outcomes for the infant and family and more empowered, competent and 
knowledgeable parents (Cooper, Gooding, Gallagher, Sternesky, Ledsky, & Berns, 
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2007). There appeared to be no doubt that nurses in this study needed to work with 
families and that parents wanted to be included in the care of their infants.  
Innovations that are compatible with individual and group values, norms and needs are 
reported to be readily adopted (Greenhalgh et al., 2004). Innovations to include families 
in the care of their infant, is generally compatible with professional and social norms 
within Australian neonatal units and viewed as a democratic and ethical requirement 
(Nilsen, Myrhaugh, Johansen, Oliver & Oxman, 2007; Staniszewska et al., 2012). 
Trialability and observability  
The ability to try innovations for a limited time first is reported to assist in implementing 
innovations (Greenhalgh et al., 2004). FCC however, is difficult to try in its entirety as 
demonstrated by a systematic review conducted by Shields, Pratt, Davis, & Hunter 
(2007) indicating a lack of studies that met their inclusion criteria regarding the 
effectiveness of FCC. A consensus remains about the importance of FCC and the 
relative advantages when implementing FCC principles despite the reported difficulties 
of implementing FCC in clinical practice. 
Participants in this study had implemented some FCC strategies previously and were 
keen to implement new innovative strategies. Using an AI approach in the discovery 
phase of this study allowed participants to develop an insight into the type of 
relationship possible with parents was demonstrated at the workshop. Positive 
participatory approaches have been reported as an effective method in bringing about 
change in health care (Carter, 2006). Greenhalgh et al., (2004) suggests innovations 
are more easily adopted if benefits can be seen. The reported benefits when working 
successfully with families included improved outcomes for the neonate and the family, 
increased breast feeding rates and reduced length of hospital stay along with 
strengthening consumer engagement (Gooding et al., 2011; Holditch-Davis et al., 
2003). Participants wanted to initiate innovations that were visible in the clinical 
environment. For example, parent information displayed on LCD screens in the 
neonatal unit in between bed spaces.  
Complexity and task issues 
Greenhalgh et al., (2004) suggests innovations that appear simpler to implement are 
more readily adopted. FCC is a complex model of care primarily designed for paediatric 
hospitalised children and later adopted into neonatal care (Shields, Pratt, & Hunter, 
2007). Minimal instructions exist on how to best implement FCC principles into 
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neonatal care. However participants in this study, felt they were receiving or delivering 
some FCC. Participants in this study saw the value of providing consistent information 
for parents and staff and felt that developing resources for parents and staff will result 
in less repetition and information dissemination in a consistent manner. 
Participants wanted to implement strategies that were simpler and less complex first 
(for example parent information LCD slides) and the more complex tasks were to be 
addressed at a later stage (for example organising multidisciplinary staff and parent 
training sessions). According to Greenhalgh et al., (2004) if the innovation is relevant to 
the user task or makes the job easier, innovations are more readily implemented.  
Reinvention and fuzzy boundaries  
Innovations that can be modified or refined to suit individual or organisational needs 
are reportedly more easily adopted (Greenhalgh et al., 2004). In addition, innovations 
that have hard core elements with soft peripheries that can be adapted are more likely 
to be implemented (Greenhalgh et al., 2004). FCC has clearly defined core principles, 
however many participants in this study only implemented some principles. FCC was 
designed for paediatric services therefore making it difficult to implement directly in a 
NICU environment.  
Risk and knowledge required to use it 
Greenhalgh et al., (2004) states the lower the risk level of the innovation, the more 
likely the innovation will be implemented. Despite findings from a Cochrane review 
conducted by Shields, Pratt, Davis & Hunter (2007) indicating a lack of high quality 
quantitative studies about the effects of FCC, no detrimental effects of implementing 
FCC have been identified. While this may be considered low risk, some nurses’ feel 
giving control to parents is a high risk situation. In addition if FCC is not delivered 
effectively, the potential negative effects on parents may also be perceived as high risk. 
Participants in this study however lack the knowledge and time to implement FCC 
principles effectively. Ongoing education and increasing autonomy is often identified as 
key facilitators for initiating change, given its power to modify behaviours and practices 
(Cooperrider, 2000). Therefore knowledge is required to implement innovations 
especially if the innovation can be codified or is transferred to other contexts 
(Greenhalgh et al., 2004). 
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Augmentation/support 
External support and training is considered a facilitator in adopting innovations 
(Greenhalgh et al., 2004). The findings of this study indicated that neonatal nurses and 
parents value the philosophy of FCC however sustainability of initiatives implemented 
requires organisational support, continuing education and ongoing collaborations. A 
major implication for management is the importance in offering support for idea and 
innovations to be implemented. AI provided a way of engaging nurses and parents in 
change efforts and provided a platform for individuals and organisations to learn. 
New directions in NICU care 
Many challenges have been reported in shifting the power and control over babies from 
nurses to parents. However, this study was a collaborative effort to make that change.  
Other researchers and service providers are also examining whether the design of the 
NICU can influence a change in relationships and power dynamics between nurses 
and parents (Flacking, Lehtonen, Thomson, Axelin, Ahlqvist, Moran, Ewald & Dykes, 
2012). Parents and nurses in this study reported neonatal unit design and physical 
space were important factors for enhancing FCC. For example, participants identified 
the need for a welcoming environment that has nice decor, more bed space (for 
kangaroo care/equipment/visitors), and comfortable seating arrangements (see 
Chapter 6).  
Flacking, Lehtonen, Thomson, Axelin, Ahlqvist, Moran, Ewald & Dykes, (2012) highlight 
the importance of spatial physical closeness and emotional closeness between the 
infant and parent in the long term physical, emotional and social well-being of both 
infants and parents. There is a growing trend shifting from open plan designs to single 
or dual pod style rooms (Shahheidari & Homer, 2012). Participants in this study 
reported NICU designs need to be individualised and take into account infant, family 
and staff needs. Service managers need to take into considerations parent and health 
professional environmental needs and include parent and nurse representatives when 
designing or updating neonatal units. 
9.3. Implications for nursing practice 
NICU parents value and expect a partnership or relationship with health professionals. 
The findings of this study highlight that nurses and parents understand and value the 
philosophy of FCC; however, FCC is multifaceted and implementation of FCC is 
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proving challenging. In order for FCC to be effectively implemented, ongoing 
managerial and organisational support and commitment is required. Policies need to 
reflect a multidisciplinary team approach to FCC and have nurse and parent 
representatives in hospital committees or advisory forums. Staff and parent roles need 
to be clearly defined. Nurses required adequate resources, education and 
multidisciplinary and organisational support to provide FCC. Workloads and staff-to-
patient ratio should reflect the increasing acuity level and time needed by staff when 
working with families and sick neonates. This study provides valuable information for 
staff development and skills training. Further, education is required for nurse skill 
development and socialisation into this type of role such as effective communication, 
developing relationships, family needs assessment, negotiating skills, support role 
development and strategies (shifting from a ‘doing’ to a ‘guiding’ role) along with the 
development of conflict resolution strategies. Health care systems need to provide an 
environment that caters for neonate, family and staffing needs. 
AI has important implications for nurse leaders who are seeking to bring about change. 
The inclusive and collaborative nature of AI provides opportunities to initiate and guide 
change. A major implication is the importance of organisational support to maintain the 
momentum engendered by the AI process and to allow proposed ideas to develop and 
evolve. AI was a useful methodology for exploring FCC however this methodology is 
not limited to FCC and can be used to bring about positive change in other aspects of 
neonatal care. It is an important tool for staff motivation and may assist in ongoing 
reflective practice.  
9.4. Strengths and limitations of the study 
This study was conducted with nurses that were currently practicing in one neonatal 
unit in Australia, and parents of infants that were predominantly cared for in that 
particular unit, therefore the homogeneity of participants could be viewed as a limitation 
suggesting findings cannot be generalised. Although both mothers and fathers were 
invited to be part of the study, only mothers chose to participate. Therefore discussions 
about fathers were from maternal or nurse perception of fathers’ needs. A further 
limitation was that neonatologists were not represented in the study. Tracking and 
measuring change beyond the life of the project was not possible but is necessary due 
to the subtle ongoing nature of changes. However, despite these limitations, 
participants that attended were enthusiastic, positive and committed to bringing about 
change for neonates and families. The collaborative, fair and inclusive nature of the AI 
approach was a strength of this study. The Participants were able to engage in a 
120 
 
meaningful process they understood and developed a commitment to. Information 
generated as a result of this study was used by the service where the study was 
undertaken to bring about change in practice. AI provided a positive way forward for 
nurses and parents who shifted from problems to solutions and offered a new way of 
practicing in health care and health research. AI also offers a creative and stimulating 
way of bringing about change in health care and research. 
9.5. Directions for future research 
Research seeks to develop a greater understanding of an issue or phenomenon and 
this study was successful in achieving what it set out to do. However, as with all 
research it mostly raises questions that require further inquiry. Given that FCC has 
been around for a very long time and remains difficult to implement, are new models or 
approaches to working with families required? Future studies need to include the 
influence of culture and ethnicity on the level of family centeredness along with the 
need to explore the changing dynamics of family structures. In addition cost analysis as 
well as time, staffing and ongoing parent/infant/family outcomes are required. 
9.6. Concluding thoughts 
This study set out to explore FCC in the NICU and used a relatively new and innovative 
approach to bring about change. Overall, this study achieved it aims. Throughout the 
life of this study, many interesting findings have emerged about the complexities of 
FCC as a model of care and AI as an approach to bringing about organisational 
change.  While AI is not a panacea for all the problems in the health system, it does 
provide a way forward for, acknowledging good practice, organisational change and the 
reframing of research. 
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Appendix 5: Participant information statement 
 
  
Project ID 
UWS: H7774 
SSWAHS: HREC/09/LPOOl/210 
Local No 2009/145 
Participant Information Statement 
Project Title: USING APPRECIATIVE INQUIRY TO ENHANCE FAMILY CENTRED 
CARE IN THE NEONATAL INTENSIVE CARE UNIT 
What is the study about? 
You are invited to participate in a research study that aims to explore Family Centred 
Care in the Neonatal Intensive Care Unit. Researchers from the University of Western 
Sydney and our partner investigators hope to learn more about Family Centred Care 
and ways in which to improve care for neonates and families requiring neonatal 
intensive care. 
What does the study involve?  
If you agree to participate you will be asked to be involved in group discussions and 
workshops in order to develop strategies that will assist in improving neonatal care. 
This study will consist of 4 phases. Phase 1 will include either participation in a group 
discussion consisting of 5-8 people or a one-to-one semi structured interview lasting 
between 1-2 hours. Participation in Phase 1 will involve nurses’ and parents’ talking 
separately about your experiences and perspectives of the value of family centred care 
in the neonatal intensive care unit. Participants in Phase 1 will be invited to participate 
in the next 3 phases of the study. These will consist of 3 workshops. Each workshop 
will be approx 1-2 hours long.  
Participation in the workshops will involve bringing parents’ and nurses’ together to 
work collaboratively to develop strategies to strengthen family centred care in the 
neonatal intensive care unit. With your permission, we will record the discussions using 
digital recorders. A facilitator will also take notes of key points made by the group. 
Participants will then be asked to confirm a summary of these key points on completion 
of each session.  
How much time will the study take? 
The study will occur in four phases. Participation in the first phase will last no more 
than 2 hours. Participants from the first phase will be invited to the following three 
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phases. These phases will occur two weeks apart and will last no more than two hours 
each session.  
Will the study benefit me? 
While there are no direct personal benefits from participating in this study, you may be 
contributing to positively influencing neonatal care and improving neonatal outcomes 
for other families. 
Will the study involve any discomfort for me? 
There is a chance you may feel uncomfortable or upset talking about your experiences. 
If this happens we encourage you to seek support from available counselling or support 
services. The researcher will provide appropriate referral details.  
Will anyone else know the results? How will the results be disseminated? 
To protect your privacy and the privacy of others, any information that is obtained in 
connection with this study and that can be identified with you will remain confidential 
and will be disclosed only with your permission or except as required by law. If you give 
us permission by signing the participant consent form, we plan to publish and 
disseminate the results in relevant professional forums (such as peer reviewed journals 
and conferences). Individual participants will not be identifiable in such reports. The 
recordings, handwritten and transcribed notes of interviews, group discussions and 
workshops you participate in will be securely archived for five years after publication 
and only members of the research team will have access to this data. The information 
will be stored securely at the University of Western Sydney.  
Can I withdraw from the study? 
Participation in this study is entirely voluntary. You are not obligated to be involved and 
if you do participate in this study you can withdraw at any time without giving any 
reason and without consequences. If you have participated in a group discussion or 
workshop and chose to withdraw from the study, data up to the point of withdrawal will 
be used.  
Can I tell other people about the study? 
Yes, you can tell other people about the study by providing them with the chief 
investigators contact details. They can contact the chief investigator to discuss their 
participation in the research project and obtain an information sheet.  
Consent to participate in this study: 
If you agree to participate in this study you will be asked to sign the attached 
Participant Consent form.  
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What if I require further information? 
When you have read this information, Suza Trajkovski will discuss it with you further 
and answer any questions you may have. If you would like to know more at any stage, 
please feel free to contact Suza Trajkovski on 0431 554 315. 
What if I have a complaint? 
This study has been approved by the University of Western Sydney Human Research 
Ethics committee and the Sydney South West Area Health Service Human Research 
Ethics Committee HREC: [AB/12474/1]. Complaints may be directed to the Ethics 
committee through the UWS office of research services on Tel 02-4736083 or email 
humanethics@uws.edu.au or the Ethics Secretariat (Western Zone), SSWAHS Area 
Health Service, Locked Bag 7017, LIVERPOOL BC NSW 1871 Tel: 9612 0614 Fax 
96160611 email jennie.grech@sswahs.nsw.gov.au. Any issues you raise will be 
treated in confidence and investigated fully, and you will be informed of the outcome. 
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Appendix 6: Participant consent form 
Project No UWS:  H7774 
SSWAHS HREC/09/LPOOl/210 
Local No 2009/145 
CONSENT FORM- Parent Phase 1 
USING APPRECIATIVE INQUIRY TO ENHANCE FAMILY CENTERED CARE IN THE NEONATAL 
INTENSIVE CARE UNIT 
  
1. I,.................................................................................of.................................................................................. 
........................................................................, aged ......................................years, agree to participate as 
a subject in the study described in the subject information statement attached to this form. 
 
2. I acknowledge that I have read the Subject Information Statement, which explains why I have 
been selected, the aims of the study and the nature and the possible risks of the investigation, and 
the statement has been explained to me to my satisfaction. 
 
3. Before signing this Consent Form, I have been given the opportunity to ask any questions relating 
to any possible physical and mental harm I might suffer as a result of my participation.  I have 
received satisfactory answers to any questions that I have asked. 
 
4. My decision whether or not to participate will not prejudice my present or future treatment or my 
relationship with Sydney South West Area Health Service or any other institution cooperating in 
this study or any person treating me.  If I decide to participate, I am free to withdraw my consent 
and to discontinue my participation at any time without prejudice. 
 
5. I agree that research data gathered from the results of the study may be published, provided that 
I cannot be identified. 
 
6. I agree to being digitally recorded for the purpose of this study. 
 
7. I understand that if I have any questions relating to my participation in this research, I may 
contact the study doctor, Dr Schmied on telephone 9685 9505, who will be happy to answer them. 
 
8. I acknowledge receipt of a copy of this Consent Form and the Subject Information Statement. 
 
Complaints may be directed to the Ethics committee through the UWS office of research services on Tel 02-
4736083 or email humanethics@uws.edu.au or the Ethics Secretariat (Western Zone), Sydney South West 
Area Health Service, Locked Bag 7017, LIVERPOOL BC, NSW, 1871 (phone 9612 0614, fax 9612 0611, 
email jennie.grech@sswahs.nsw.gov.au jennie.grech@sswahs.nsw.gov.au). 
 
 
Signature of subject   Signature of witness   
 
Please PRINT name   Please PRINT name   
 
Date   Date   
 
Signature(s) of investigator(s)   
 
Please PRINT Name   
 
Date:   
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Project No UWS:  H7774 
SSWAHS HREC/09/LPOOl/210 
Local No 2009/145 
CONSENT FORM- Parent Phase 2,3,4 
USING APPRECIATIVE INQUIRY TO ENHANCE FAMILY CENTERED CARE IN THE NEONATAL 
INTENSIVE CARE UNIT 
  
 
1. I,..................................................................................of................................................................................... 
........................................................................, aged ......................................years, agree to participate as 
a subject in the study described in the subject information statement attached to this form. 
 
2. I acknowledge that I have read the Subject Information Statement, which explains why I have 
been selected, the aims of the study and the nature and the possible risks of the investigation, and 
the statement has been explained to me to my satisfaction. 
 
3. Before signing this Consent Form, I have been given the opportunity to ask any questions relating 
to any possible physical and mental harm I might suffer as a result of my participation.  I have 
received satisfactory answers to any questions that I have asked. 
 
4. My decision whether or not to participate will not prejudice my present or future treatment or my 
relationship with Sydney South West Area Health Service or any other institution cooperating in 
this study or any person treating me.  If I decide to participate, I am free to withdraw my consent 
and to discontinue my participation at any time without prejudice. 
 
5. I agree that research data gathered from the results of the study may be published, provided that 
I cannot be identified. 
 
6. I agree to being digitally recorded for the purpose of this study. 
 
7. I understand that if I have any questions relating to my participation in this research, I may 
contact the study doctor, Dr Schmied on telephone 9685 9505, who will be happy to answer them. 
 
8. I acknowledge receipt of a copy of this Consent Form and the Subject Information Statement. 
 
Complaints may be directed to the Ethics committee through the UWS office of research services on Tel 02-
4736083 or email humanethics@uws.edu.au or the Ethics Secretariat (Western Zone), Sydney South West 
Area Health Service, Locked Bag 7017, LIVERPOOL BC, NSW, 1871 (phone 9612 0614, fax 9612 0611, 
email jennie.grech@sswahs.nsw.gov.au jennie.grech@sswahs.nsw.gov.au). 
 
 
Signature of subject   Signature of witness   
 
 
Please PRINT name   Please PRINT name   
 
 
Date   Date   
 
Signature(s) of investigator(s)   
 
Please PRINT Name   
 
Date:   
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Project UWS:  H7774 
SSWAHS HREC/09/LPOOl/210 
Local No 2009/145 
CONSENT FORM- Nurse Phase 1 
USING APPRECIATIVE INQUIRY TO ENHANCE FAMILY CENTERED CARE IN THE NEONATAL 
INTENSIVE CARE UNIT 
  
 
1. I,.................................................................................of..................................................................... 
........................................................................, aged ......................................years, agree to participate as 
a subject in the study described in the subject information statement attached to this form. 
 
 
2. I acknowledge that I have read the Subject Information Statement, which explains why I have 
been selected, the aims of the study and the nature and the possible risks of the investigation, and 
the statement has been explained to me to my satisfaction. 
 
3. Before signing this Consent Form, I have been given the opportunity to ask any questions relating 
to any possible physical and mental harm I might suffer as a result of my participation.  I have 
received satisfactory answers to any questions that I have asked. 
 
4. My decision whether or not to participate will not prejudice my present or future treatment or my 
relationship with Sydney South West Area Health Service or any other institution cooperating in 
this study or any person treating me.  If I decide to participate, I am free to withdraw my consent 
and to discontinue my participation at any time without prejudice. 
 
5. I agree that research data gathered from the results of the study may be published, provided that 
I cannot be identified. 
 
6. I agree to being digitally recorded for the purpose of this study. 
 
7. I understand that if I have any questions relating to my participation in this research, I may 
contact the study doctor, Dr Schmied on telephone 9685 9505, who will be happy to answer them. 
 
8. I acknowledge receipt of a copy of this Consent Form and the Subject Information Statement. 
 
Complaints may be directed to the Ethics committee through the UWS office of research services on Tel 02-
4736083 or email humanethics@uws.edu.au or the Ethics Secretariat (Western Zone), Sydney South West 
Area Health Service, Locked Bag 7017, LIVERPOOL BC, NSW, 1871 (phone 9612 0614, fax 9612 0611, 
email jennie.grech@sswahs.nsw.gov.au jennie.grech@sswahs.nsw.gov.au). 
 
Signature of subject   Signature of witness   
 
 
Please PRINT name   Please PRINT name   
 
 
Date   Date   
 
Signature(s) of investigator(s)   
 
Please PRINT Name   
 
Date:   
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Project UWS:  H7774 
SSWAHS HREC/09/LPOOl/210 
Local No 2009/145 
  
CONSENT FORM- Nurse Phase 2,3,4 
USING APPRECIATIVE INQUIRY TO ENHANCE FAMILY CENTERED CARE IN THE NEONATAL 
INTENSIVE CARE UNIT 
 
1. I,..................................................................................of................................................................................... 
........................................................................, aged ......................................years, agree to participate as 
a subject in the study described in the subject information statement attached to this form. 
 
2. I acknowledge that I have read the Subject Information Statement, which explains why I have 
been selected, the aims of the study and the nature and the possible risks of the investigation, and 
the statement has been explained to me to my satisfaction. 
 
3. Before signing this Consent Form, I have been given the opportunity to ask any questions relating 
to any possible physical and mental harm I might suffer as a result of my participation.  I have 
received satisfactory answers to any questions that I have asked. 
 
4. My decision whether or not to participate will not prejudice my present or future treatment or my 
relationship with Sydney South West Area Health Service or any other institution cooperating in 
this study or any person treating me.  If I decide to participate, I am free to withdraw my consent 
and to discontinue my participation at any time without prejudice. 
 
5. I agree that research data gathered from the results of the study may be published, provided that 
I cannot be identified. 
 
6. I agree to being digitally recorded for the purpose of this study. 
 
7. I understand that if I have any questions relating to my participation in this research, I may 
contact the study doctor, Dr Schmied on telephone 9685 9505, who will be happy to answer them. 
 
8. I acknowledge receipt of a copy of this Consent Form and the Subject Information Statement. 
 
Complaints may be directed to the Ethics committee through the UWS office of research services on Tel 02-
4736083 or email humanethics@uws.edu.au or the Ethics Secretariat (Western Zone), Sydney South West 
Area Health Service, Locked Bag 7017, LIVERPOOL BC, NSW, 1871 (phone 9612 0614, fax 9612 0611, 
email jennie.grech@sswahs.nsw.gov.au jennie.grech@sswahs.nsw.gov.au). 
 
 
Signature of subject   Signature of witness   
 
 
Please PRINT name   Please PRINT name   
 
 
Date   Date   
 
Signature(s) of investigator(s)   
 
Please PRINT Name   
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Appendix 7: Interview/focus group question (discovery phase) 
 
 
Project Title: USING APPRECIATIVE INQUIRY TO ENHANCE FAMILY CENTERED 
CARE IN THE NEONATAL INTENSIVE CARE UNIT 
QUESIONS FOR PARENTS 
Family centered care (FCC) is an important concept in neonatal nursing. What does 
FCC mean to you? 
Think about your experience in the nursery. How does your experience reflect the 
concepts of FCC? 
What is your understanding of partnership in care? 
From your perspective what is the nurses’ role in FCC? 
From your perspective what is the parents’ role in FCC? 
What do you think facilitates or inhibits FCC in the neonatal unit? 
What positive strategies will strengthen FCC in the NICU? 
 
QUESTIONS FOR NURSES 
Family centered care (FCC) is an important concept in neonatal nursing. What does 
FCC mean to you? 
Think about your nursing experience with FCC. What are the strengths and limitations 
of FCC in the NICU? 
What is your understanding of partnership in care? 
From your perspective what is the nurses’ role in FCC? 
From your perspective what is the parents’ role in FCC? 
What do you think facilitates FCC in the neonatal unit? 
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What positive strategies will strengthen FCC in the NICU? 
Appendix 8: Workshop Program (dream/design phase) 
Using Appreciative Inquiry to Enhance Family Centered Care in the NICU 
Workshop Program 
22nd April 2010 
0900-0930         Coffee/Tea 
0930-1000         Welcome and Workshop Overview  
       AI process (Phase 1,2,3,4) 
       Introductions 
       Defining Key Terms 
       Key Assertive Statements from the Discovery Phase (Phase 1)  
1000-1030   Small group work-Dream (Phase 2)  
               Magic Wand 
1030-1100   Feedback to larger group-Dream Phase  
1100-1120   Provocative Propositions developed in larger group 
1120-1140   Morning Tea 
1140-1230   Small group work-Design Phase (Phase 3)  
1230-1300        Lunch 
1300-1400   Feedback to larger group-Design Phase 
1400-1500   Larger group work-Destiny Phase (Phase 4)  
1500-1515        Evaluations 
 
Thankyou for participating 
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Appendix 9: Workshop questions 
Workshop Questions 
NURSE 
Tell me about a time when you felt you provided excellent FCC? 
What made it so special? 
Who was involved? 
What happened that made it a special experience? 
What skills/qualities did you use? 
From your own experience what do you personally value most about FCC? 
Why do you think FCC is important? 
What is the best thing that family centred care has contributed to neonatal care? 
PARENT 
Tell me about a time when you felt you received excellent FCC? 
What made it so special? 
Who was involved? 
What happened that made it a special experience? 
What skills/qualities did you use? 
From your own experience what do you personally value most about FCC? 
Why do you think FCC is important? 
What is the best thing that family centred care has contributed to neonatal care? 
Miracle Question 
Take the magic wand that is placed in front of you. If you could make a wish for what 
family centred care would look like in the neonatal unit, what would it be?  
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Appendix 10: FCC working party meeting topics 
Develop FCC vision statement Agreeing on a vision statement for the NICU and display throughout unit for staff, parents and 
visitors to see: 
Vision statement developed collaboratively with parents and nurses: 
“To promote the wellbeing of  babies, families and carers  in a harmonious, respectful and safe 
environment through  support, communication and education”  
Meeting parents before arriving to 
NICU 
NICU team to meet parents antenatal (where possible) to introduce themselves and begin 
developing relationships/partnerships with parents, gain an understanding of parents needs/wishes. 
Answer parent questions and offer an organised tour of the neonatal unit 
Dedicated team pre, during and post 
NICU experience 
Dedicated team to follow parents through their NICU journey antenatal and throughout NICU 
admission, preparation for discharge and post discharge follow up (as required).   
Develop information- LCD screens 
 
Developing parent education information to be displayed continuously in NICU on LCD screens 
and bedside computer screen savers throughout the unit (slides specific to level of care eg. intensive 
or special care) 
Develop information-DVD  
 
Develop parent information DVD that builds on LCD screen information that can be viewed by 
parents in the antenatal/ post-natal ward or given to parents to take home to watch. Information on 
DVD to include information on neonatal care and neonatal unit. DVD can also be used for training 
staff new to the NICU and for consistency in information provided to parents  
Engaging with NICU staff Information sharing from meetings  
Encouraging and involving staff to engage in developing and introducing FCC strategies 
Staff FCC training Staff training based on FCC principles and working with parents in the clinical environment to 
develop knowledge, skills (including communication skills) and competencies when working with 
families.  
Develop individualised family focused 
negotiated care plans 
Staff to receive training for assessing evolving family needs throughout the NICU trajectory and 
develop methods on how to best implement FCC strategies to meet infant and family needs 
Individualised  negotiated care plans to be developed with the family, that are specific to family 
needs and according to the level of involvement the family feel comfortable and able to engage in 
Momentos/ Keepsakes 
 
Encouraging families/staff to engage in developing mementos and keepsakes eg. journaling (books/ 
electronic), keeping key items such as umbilical clamp, first outfit, photo’s, foot and hand prints, 
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documenting milestones 
Parent-to-Parent buddy system Paring up of parents in the NICU with parents that have previously had a baby in the NICU (with 
similar situation) for parent-to-parent support 
Policy development -mum to see baby 
before extended family 
A policy to be developed where the mother will see  her infant before extended family visits (unless 
requested by mother) 
Sibling support 
 
Develop packs to support siblings in NICU. Strategies include colouring stencils, pencils, activity 
books and technological devices eg. portable DVD players with disposable earphones. Short stay 
crèche centre 
Staff release to attend meetings  Strategies to allow staff to be release from work to attend FCC meetings and dedicated time given 
to develop and implement FCC strategies  
Parent information sessions A multidisciplinary (medical staff, nurses, physiotherapist, occupational therapist, social worker, 
parent support staff etc.) approach to provide face-to-face parent  information sessions and provide 
parents an opportunity to ask questions 
Information sharing Use of media (eg. Blogs or wikki’s) for dissemination of general information 
Staff to patient ratio’s To consider family needs and infant needs on a daily basis when determining staff-to patient ratio 
FCC working party Ongoing FCC meeting with parent representatives and multidisciplinary health care workers 
presence 
 
 Example: Topics discussed during FCC meeting 
Date Location Present   Topics 
Discussed 
  
 New born 
care staff 
meeting 
room-
NBC/ 
MB office 
Nurse-N 
Parent-P 
Social 
Worker-
S 
Physio-P 
FCC 
vision 
LCD 
screen 
DVD Engaging 
NICU staff 
Momento/
keepsake 
Parent to 
Parent 
buddy 
system 
Policy  mums 
to see babies 
before 
extended 
family 
Sibling 
packs 
Parent
education/ 
information 
sessions 
Nurse 
education 
19/8/10 MB 4N/2P           
26/8/10 NBC 4N/2P           
2/9/10 MB 4N/2P           
16/9/10 NBC 4N/2P           
23/9/10 MB 5N/2P           
7/10/10 MB 3N/2P           
21/10/10 MB 3N/2P           
4/11/10 NBC 6N/2P           
14/12/10 NBC 3N/2P          
13/1/11 NBC 3N/2P 
SW/P 
         
11/2/11 NBC 3N/2P/1P          
10/3/11 NBC 3N/2P          
4/4/11 MB 4N/2P/2P          
12/5/11 NBC 4N/2P          
16/6/11 MB 3N/2P          
14/7/11 NBC 2N/2P          
18/8/11 NBC 4N/1P          
22/9/11 NBC 3N/2P          
21/10/11 NBC 3N/2P          
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Appendix 11: Interview/focus group questions destiny phase. 
 
Destiny phase interview and focus group questions   
1. First could you describe the progress of the working party? (Prompts - is the 
working party still meeting; how often; who chairs?) 
2. Can you describe the achievements of working party (Prompt - were the goals 
of the group met)? 
3. In your opinion what helped the working party achieve its goals? 
4. Can you describe any barriers faced by the working party? 
5. In what way did the AI approach facilitate or hinder the working party’s 
progress? 
6. What may have helped or hindered the AI process? 
7. How will you use the AI process in the ongoing work of the FCC working party? 
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Appendix 12: Publication acceptance letter-Collegian 
 
